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Newfoundland and Labrador Midwives Association 
(Chapters in Goose Bay and St. John's) 
Newsletter 13 
March 2000 
This Newsletter contains a summary of the Annual General Meeting held on March 17, 
and of the Canadian Confederation of Midwives meeting of March 23, 2000, and the Midwifery 
Reciprocity and Labour Mobility meeting on March 21. There is a background paper on infant 
male circumcision, and a report of an advisory meeting regarding reproductive and genetic 
technologies, and a paper on home births. Also, information from the Breastfeeding Committee 
for Canada, and a fact sheet from the Canadian Perinatal Surveillance System are included. 
Thank you for the items which have been submitted for this Newsletter. 
Items for the Newsletter are welcomed and those who submit are responsible for 
obtaining permission to publish in our Newsletter. The Editor does not accept this responsibility. 
Pearl Herbert, Editor, c/o School of Nursing, 
Memorial University of Newfoundland, St. John's, NF, AlB 3V6 (Fax: 709-737-7037) 
Annual Membership Fees for 2000/2001 are due on April 1st 
Application for Membership form is at the end of the Newsletter 
International Day of the Midwife 
May 5, 2000 
Canada Health Day 2000 - May 12, 2000 
Healthy Beginnings: Child Health in the New Mellennium 
Executive Committee 
President: Pearl Herbert 
Treasurer: Pamela Browne 
Newsletter Editor: Pearl Herbert 
Secretary: 
Co-Signer: 
Karene Tweedie 
Alison Craggs 
Home page: http://www.ucs.mun.ca/--pherbert/ Newsletter in HSLibrary: WQ 160 N457n 
Newfoundland and Labrador Midwives Association, Annual General Meeting, March 17, 
2000 
There were three members of the executive and other members present for this 
teleconference meeting. There was a discussion regarding the logo for our Association. As 
agreed at the previous meeting, logos received during the last year were included in the January 
Newsletter and members were asked for their votes, to be received by the end of February. As a 
result there was four logos (two had been combined) and a late submission, copies of which were 
sent to the teleconference sites so that they could be discussed at this meeting. From the 
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discussion there was one in favour of the late submission, but the two logos which received equal 
approval were B combined with E, and F with a border showing the Association's name (see the 
January Newsletter for explanations). Members are now asked to vote on these and have their 
vote in to the editor of the Newsletter by May 31st. 
Another item discussed was a name change for our Association. Since the last change in 
1983, when we became the Newfoundland and Labrador Midwives Association (NLMA) other 
organisations have taken these initials, namely the Music Association and the Medical 
Association. It has been suggested that to keep our special identity we make a change. (There 
will be work attached to this regarding the bank account, the constitution and bylaws, and 
notifications to other groups with whom we collaborate). Members are now requested to vote on 
the suggested name - NLMA, MANL, ANLM, MONLA - and send their choice to the editor of 
the Newsletter by May 311t. 
Over the summer months, full members are asked to start composing a Code of Ethics. 
Examples were distributed to full members with the January Newsletter. Submit suggestions to 
the Editor prior to the beginning of August so that they can be discussed at our next meeting. 
On February 3rd there was a conference call meeting of the Midwifery Implementation 
Committee. A full time person to coordinate the Committee is being hired as Eva Laing is 
presently carrying this position in addition to her other work commitments. Midwifery 
legislation will be a "canopy act" with other presently unregulated health professions (similar to 
British Columbia and Ontario) so that administrative costs may be shared. The understanding is 
that there will still be a separate Board (College) and legislation for midwives. Pearl Herbert is to 
chair the Scope of Practice Committee and Cathie Royle to chair the Communications 
Committee. There is an urgent need for all midwives in the province to join the Association, 
regardless of whether or not they plan to practice once legislation comes into effect. (See the 
President's report). 
Cards were sent, as was agreed at the January meeting, to thank the past Minister of 
Health for her work in advancing midwifery in this province, and to congratulate the new 
Minister of Health and saying that we looked forward to working with him in the development of 
legislation and regulations so midwifery care is available to all women in this province. An 
acknowledgement, dated January 25, 2000, was received stating that "I will be happy to help you 
in any way possible. Please contact me at any time if I can be of assistance to you". 
The Treasurer reported that the auditor found no non-conformities in our account. As the 
Royal Bank in Goose Bay has been closed, the account has been transferred to the Labrador 
Saving Credit Union, which considers the Association to be a non-profit organization and hence 
provides a better service. By next year we are going to need more money. A workshop was 
suggested but none of the people present at the meeting were able to take this on. Therefore, 
helpers are required to arrange a workshop for which there are already suggestions for topics. 
Those interested in helping to arrange a workshop to contact the Editor. It was unanimously 
agreed to pay the travel expenses (By-Law V.a.3) to enable the President to attend the CCM 
annual general meeting, June 9 to 11 in Winnipeg. 
Coni=ratulations to Sandra LeFort on receiving a very large grant from MRC Canada to 
evaluate her programme on chronic pain self-management, and to Alfreda Cassell on passing the 
requirements to become a Lactation Consultant. · 
. 
• 
, 
• 
• 
3 
President's Report, March 17, 2000 
Once again, because of various commitments which members have, we are holding the 
Annual General Meeting in March. We continue to have a Newsletter with four issues a year, we 
have a home page on the world wide web and in the past six months this has been visited more 
than 400 times. We continue to have three meetings a year by teleconference and to receive time 
for teleconference meetings, for which we thank donating organizations. In between meetings 
and issues of the Newsletter, members are sent current information, in which they may be 
interested, by electronic mail. We also continue to be represented at the Canadian Confederation 
of Midwives/Confederation Canadienne des Sage-Femmes (CCM/CCSF) as the professional 
association representing midwives in this province. Since 1998 we have been a member of the 
Midwives Reciprocity Consortium. 
We continue to have the Newsletter (the March 2000 issue is held over until after this 
meeting). The Newsletters are kept in the Health Sciences Library reference section under WQ 
160 N457n. The total cost for the March 1999 to January 2000 Newsletters was $313.20 of 
which $141.67 was for postage1• The average amount for four issues of the Newsletter was $6.95 
from members' 1999/2000 annual fee. The average number of pages (including the cover) per 
issue was 35 plus enclosures. For comparison in 1998/99 there was an average of 36 pages; in 
1997/98 for four issues, $5.12 was from the annual fee and an average of 26 pages. There is a 
slight increase in 1999/2000 because the photocopying to prepare the materials for printing has 
been included in these current estimated figures, whereas previously they were omitted. 
Membership for the past year has been 29; 18 (62%) midwives and 11 (38%) associate 
members. Of the 18 midwives there were 2 outside of the province, and 2 retired members. Of 
the 11 associate members there were 2 unemployed, 2 midwifery students and 1 other student. 
Of the 29 members there were 4 who are certified lactation consultants. These 1999/2000 figures 
compare to 31 members for 1998/1999 when there were 19 midwives and 12 associate members, 
and 29 members for the 1997 /1998 year when there was 24 midwives and 5 associate members. 
Meetings have been held by teleconference. The one on March 26, 1999, was the Annual 
General Meeting. The other meetings were August 27, 1999, and January 14, 2000. When the 
Bylaws are revised, it may be that members will want to revise Bylaw 111.2 which states that the 
annual meeting is held between April and June. In practise this does not appear to be a suitable 
time period for most members because of extended clinical sessions, the spring semester, 
conferences and vacation time. 
One of the major happenings was when in the Autumn of 1999 the Provincial 
Government appointed a multi-disciplinary Midwifery Implementation Committee with Brenda 
FitzGerald (social worker), Executive Director of Health and Community Services St. John's 
Region, as the chairperson. The first meeting was held on October 20, 1999. The main task of the 
Midwifery Implementation Committee is to provide advice on the development of legislation 
related to midwifery and the implementation of midwifery services in Newfoundland and 
1The cost (printing and postage) of these Newsletters has been $79.18 ($1.76 each) for 
March 1999; $82.65 ($1.83 per copy) for June 1999; $83.41 ($1.85 per copy) for September 
1999; and $67.96 ($1.51 per copy) for January 2000. 
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Labrador. The Committee is also responsible for providing recommendations related to the scope 
and standards of midwifery practice, midwifery education and registration requirements, and 
eventually the establishment of a Board (College). For this purpose subcommittees are being 
formed to study these items. For the Scope of Midwifery Practice subcommittee Pearl Herbert is 
the chairperson. The membership of the Midwifery Implementation Committee is composed of 6 
midwives who are members of the Midwives Association and 2 other midwives, 9 nurses, 5 
physicians, 2 consumers, 1 representative of the Labrador Inuit Health Association, 3 others. 
We have been trying to ascertain how many midwives, who are of working age, are in the 
province. We have 57 names of whom 30% belong to this Midwives Association, or 31 names of 
midwives working in areas of maternity care (hospital, community, education) and 13 (42%) 
belong to the Association. The need to increase this percentage becomes important as apparently 
the membership figures provide the government with an idea of the level of interest the 
profession as a whole has in midwifery legislation. Therefore, ALL midwives, whether or not 
they plan on practising when legislation is eventually implemented, are being asked to join the 
Midwives Association to show the provincial government that they support Midwifery. For many 
years we have strived towards the goal of midwifery legislation in this province and at last it 
seems to be within our grasp. This could be a tremendous step forward for women to have their 
choice of health professional providing continuity of care throughout pregnancy, birth and 
postpartum. 
The Canadian Confederation of Midwives (CCM) meetings attended have been the 
annual meeting in Montreal, June 5-6, 1999, and telephone conference calls November 11, 1999, 
and the next one is March 23, 2000. (For these conference calls our Associations pays nearly 
$100 per call). This cost has increased due to midwifery legislation being implemented in the 
provinces and the additional work which then falls on the national body. The CCM is evolving to 
become a national professional association similar to those of other health professions, e.g. 
Canadian Nurses Association (CNA). 
Our Midwives Association is a member of the Midwives Reciprocity Consortium for the 
Canadian Agreement on Internal Trade (AIT) and Labour Mobility. At the CCM annual meeting 
in May 1998 it was agreed that the College of Midwives of Ontario (CMO) would lead this 
Consortium as they had the necessary resources. There was a meeting by telephone on January 
11, 20.00, and it was planned that a funding proposal to Human Resources Development Canada 
(HRDC) would be submitted, and a meeting held in Toronto at the end of March 2000. Due to 
changes at the CMO they have been unable to finalize the funding proposal and the Toronto 
meeting will not be held. The Alberta Labour Mobility Coordinator has issued an urgent appeal 
for another jurisdiction to undertake this task, and a telephone meeting is scheduled for 1 p.m. 
(EST) on March 21, 2000, so that this can be discussed. "It is imperative midwifery regulators 
continue labour mobility discussions to ensure compliance be achieved by the end date of July 1, 
2001". 
The midwives in the St. John's area submitted a proposal for funding from the Investment 
Fund of the Health and Community Services St. John's Region, but were unsuccessful. 
A poster, "Where on Earth is Midwifery", was displayed at the Women's Health Forum 
held at the Grace General Hospital in St. John's on October 15, 1999. 
Thank you to the Executive Committee members and to all members of the Association 
for their support during the past year. 
Submitted by Pearl Herbert, President. 
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Canadian Confederation of Midwives Meeting, March 23, 2000, 19.30 to 22.40 (NF time) 
from Pearl's notes. 
Full members (except BC) and associate members for the Yukon and Nunavut were 
present. (It was good to hear Rachel Munday). 
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Matters discussed included further reviewing the CCM Constitution, and web site. The 
Executive contacted the ultrasound group to give our feedback and concerns but has not heard 
anything further. At the end of 1999, the number of midwives who had joined the Society of 
Obstetricians and Gynaecologists of Canada (SOGC) was 54, but since January 1 there have been 
36 members, and 50 are needed for an associate member to be elected to the SOGC council. 
Both the Association of Ontario Midwives and the Midwives Association of British 
Columbia have generously agreed to provide funding for the executive positions of President and 
Secretary, in addition to that of their representative to CCM. The Executive members are not 
representing their Associations at CCM meetings. 
The President will be representing CCM at Health Canada's Folic Acid and Mother Net 
Project in May, and the Society of Canadian Rural Practitioners meeting in March. The Neonatal 
Resuscitation Programme meeting will be in Ottawa on June 13 and a midwife from that location 
will be asked to represent CCM. The annual meeting of the CCM will be in Winnipeg, starting 
with the reports from around the country at a public meeting on the evening of June 9, and then 
two whole-day business meetings on June 10 and 11. 
Reports from across Canada 
In all provinces it is considered necessary that midwives are able to provide care in both 
the home and the hospital. If the woman's care during labour is transferred to the care of an 
obstetrician, the midwife needs to be able to assist by being qualified to administer oxytocin, 
electronic fetal monitoring, and epidural care. At the institution where the midwife has hospital 
privileges she should be qualified to give the same care as the obstetrical nurses and therefore to 
attend the same programmes which the institution requires the nurses to attend. In this transferred 
care, the obstetrician may still permit, if appropriate, the midwife to deliver the baby. (All 
licensed midwives are required to be able to administer neonatal resuscitation and deal with 
obstetrical emergencies). 
British Columbia. Currently there are 57 registered midwives and 17 with conditional 
registration. For many of those with conditional supervision requirements they need between 20 
and 30 births with continuity of care. They are outnumberiJ1g the available supervisors and 
having to wait for supervision. Funding for supervision will continue until March 30, 2001 . The 
Ministry of Advanced Education Technology and Training has advised the Midwives 
Association of BC (MABC) and the College of Midwives of BC (CMBC) that they are 
supportive of, and are working towards, a Midwifery Degree programme in BC with potential for 
first admissions in September 2001. A call for letters of interest has been sent to all appropriate 
educational institutions in BC. The CMBC and MABC have a joint policy statement of 
Midwifery Education in BC, available from mabc@bc.sympatico.ca . There is still no student 
category in the CMBC bylaws. The Government approval of bylaw amendments is waited for 
because when students are recognized by the CMBC bylaws then they will be eligible for 
liability insurance. MABC offers members a comprehensive extended list of benefits for which 
most midwives are now paying about $330 per month. The liability premium for insurance has 
been reduced for midwives who carry conditional status and for midwives who take a leave of 
absence. There are some places where midwives are not readily accepted (Nanaimo and Prince 
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George). The Homebirth Demonstration Project has finished, and the final analysis should be 
ready at the end of June [your Editor is on the mailing list], although midwives are being asked 
to continue collecting data. The annual meeting, May 6 and 7, will consist of media training, and 
a workshop with Douglas College on "Optimal Fetal Positioning" which is open to all interested 
persons. The result of the court case for "Unlawful Practice of Midwifery" is provided in a 
CMBC News Release, which can be obtained from the web site: 
www.cmbc.be.ca/ docs/illegal.htm 
Alberta. Midwives in Alberta have been registered for two years. Registration is governed by 
The Midwifery Committee and funded under Alberta Health and Wellness, but now midwives 
are being ~ncouraged to form their own College. There were 24 midwives who originally 
registered in 1998, and by the end of this year 20 more midwives should be registered, but as 
midwifery is not government funded midwives have moved away. At present there are 13 
midwives who are actively practising midwifery in Alberta but only 5 are satisfied with their 
client load. Being the primary attendant at a birth will be restricted by law to midwives and 
doctors under the new Health Professions Act when it is proclaimed in the Fall of this year. 
Integration of midwives into the health system was given to each of the 17 regions in the 
province. By April 2000 it is anticipated that only two regions will give hospital privileges. By 
September 1 this is expected to be in effect in regions in the southern part·of the province. The 
northern half of the province is reluctant but some hospitals are wanting midwives and may have 
a project to help integration. One region is interested in funding midwifery services for low 
income women and teenagers. It has been agreed that physicians will receive a fee for referrals 
made by a midwife, the same as for referrals from any physician. 
Saskatchewan. The midwives are having to obtain licensure in another province, and this is 
expensive. For example, obtaining licensure in BC (during the initial pre-licensure assessments) 
costs $100 for a portfolio assessment, $800 to write the examination, $2,000 to take the oral 
examination, $600 for the orientation, plus the cost of travelling to and from BC to take the 
examinations, and then moving to BC while practising under supervision to fulfill conditional 
licensure requirements. 
Manitoba. The Midwives Association of Manitoba (MAM) is continuing negotiations with 
Manitoba Health and the regional health authorities in working on contracts for midwives. The 
payment model is still undecided. Midwifery will be an insured service by Manitoba Health and 
the money will be routed through the Regional Health Authorities. Policies regarding 
implementation of midwifery practice into the hospital setting are being developed, and the 
process of obtaining hospital privileges is progressing. Midwifery implementation is quite 
imminent (perhaps May 5). There are currently 13 midwives eligible for registration who have 
completed the Midwifery Upgrading and Assessment Programme and the North American 
Registry of Midwives process. [NARM - see Newsletter 5, June 1998, for comments regarding 
this]. A preliminary proposal to the University of Manitoba for a baccalaureate degree in 
midwifery has been approved. The College of Midwives of Manitoba is committed to 
competency-based evaluation. 
Ontario. On April 1 the new Funding Agreement will be introduced, whereby midwives are paid 
for complete courses of care, rather than partial courses. A course of care is most usually an 
entire course of prenatal care, intrapartum care and six weeks of postpartum care. Midwifery 
Services may be provided to a woman for a period of 12 or more weeks during the woman's 
pregnancy where the woman is discharged from the care of the Practice Group prior to labour 
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and delivery. The obstetrician only receives payment when there is an emergency referral. 
Practice groups have to be run as small businesses. The Association of Ontario Midwives (AOM) 
has been going through immense internal restructuring. A hired consultant is helping the Staff 
and Board to be more efficient and more responsive to the needs of the membership, at present 
184. An Executive Director will be appointed to run the Association. The AOM is working with 
the College of Midwives (CMO) and the Midwifery Education Programme (MEP) to plan what 
percentage of births in Ontario midwives could be attending by the year 2015. In 1994 there 
were 70 midwives, currently nearly 200 midwives are providing 3% of care for the 140,000 
births a year. By 2015 there could be 1400 midwives providing 30% of the care. In the next 10 to 
15 years the majority of currently practising obstetricians will have retired and there are not the 
numbers of new obstetricians coming into the profession to replace them. Midwives have to be 
prepared to practice in both the hospital and the home. Otherwise, nurse practitioners will take 
over. 
Quebec. L'Ordre des Sages Femmes du Quebec (OSFQ) received a government grant to 
establish an office. They have the legal obligation to protect and represent the interests of the 
public. The executive consists of 6 government appointed midwives and two members of the 
public, and a part time Director General. There are now 5 permanent committees as decreed by 
the "Ord.re des Professions du Quebec". The Regroupement Les Sages Femmes du Quebec 
(RFSQ) is the association which assists its members while also.promoting midwifery, and 
informing and educating the public about the profession. The RFSQ negotiates with the 
government about conditions of employment. The negotiations which are in progress are based 
on the principles that midwives will be autonomous, self-employed, and paid a "fee for service". 
It is expected that payment will be for "blocks" of care rather than for complete courses of care, 
so that the midwife who does an initial visit for a client who subsequently miscarries will be 
reimbursed for her time. The allocation of money will continue to be routed via the CLSCs, the 
local community health centres. Since the beginning of the pil!Jt projects in 1993, the midwives 
have been paid a flat rate salary of $49,000 for a full time case load of 40 courses of care, or 35 
hours a week. There have been no payments for overtime, being on-call etc., as received by other 
health care professionals. RFSQ is negotiating for a base pay of $50,000 similar to pharmacists. 
The RFSQ is researching malpractice insurance for its members. A second midwife is being 
employed as a faculty member for the four-year midwifery undergraduate degree programme at 
the University of Quebec at Trois Rivieres [who graduated from the MUN midwifery 
programme]. Women in Quebec have no real choice of where to give birth. Midwives still have 
not been given hospital privileges and are not allowed to assist women who give birth at home. 
The birthing centres established for the Pilot Projects are not available in all parts of the 
province. Some midwives who are accredited to practice are unemployed because there is no 
extra money to either expand existing centres or open new ones. 
Nova Scotia. Shortly after the report from the Midwifery Working Group was accepted by the 
Minister of Health, who committed his department to drafting legislation and setting up an 
Implementation Task Force, the government changed. The new inexperienced Minister of Health 
for the elected Tory government has no background on midwifery. The Tories are making budget 
reduction their prime activity. When the Minister met with the Association of Nova Scotia 
Midwives (ANSM), he admitted that he had not read the report. In the April 2000 issue of the 
Midwifery Coalition of Nova Scotia's Newsletter Midwifery Now! there is a letter of February 
2000, from the Minister stating that the "Department is not able to provide funding for the 
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development of health professions in order for them to achieve self-regulation, although this does 
not preclude the professions from undertaking development. As you have noted, the Department 
is currently involved in nurse practitioner projects at fours site. It is expected that other primary 
care options will also be examined, in due time. An eventual decision to insure midwifery 
services, based on such an examination, could provide the rationale for government to regulate 
such services". On March 1 ANSM met with the Minister and issued a press release prior to the 
meeting and a press conference immediately following, for which they received excellent press 
coverage. The government has now said that they will "keep talking" about midwifery and would 
include the ANSM in primary care initiatives and restructuring. The Midwifery Coalition of 
Nova Scotia's meeting with the Minister for March 24 was cancelled at the last minute and 
rescheduled for June 23. The web site for the Midwifery Coalition of Nova Scotia has a page on 
"Is Home Birth Safe?" [This can be accessed through the last page of our NLMA web site]. 
Nunavut. All the midwives in the Nunavut territory are being contacted with a view to starting a 
Midwives Association. The two Inuit maternity workers at the Birthing Centre in Rankin Inlet 
are starting midwifery training which will ultimately give them a registration equivalent to the 
one proposed by Manitoba. Plans are for the Birthing Centre services to include all ofK.ivalliq, 
but the problem is finding a suitable place for the women to stay during their time in Rankin 
Inlet. Midwifery students from Ontario are now going to Rankin Inlet for clinical experience. 
Midwives who have graduated from the Ontario midwifery programme are now working in 
Nunavut territory. A news release dated November 3, 1999, announced a pay increase for nurses 
and social workers, retrospective to April 1998. ''Nurses and social workers in Nunavut will soon 
be among the highest paid in Canada .... General duty nurses will receive an average increase of 
eight percent pay, bringing their salaries to $55,000 annually. Community health nurses could 
earn more than $61,000 and senior social workers will also get an average eight per cent 
increase". 
Yukon. The Midwifery Planning Group, comprising consumers, midwives, doctors, nurses and 
government officials has developed a paper called Planning for Midwifery in the Yukon, A 
Proposed Model of Services. This paper supports a funded midwifery program available, not 
only in Whitehorse, but also in the larger communities. There are 15 communities with cottage 
hospitals/nursing stations in the Yukon but only Whitehorse has a fully equipped hospital, 14 
communities are more than a 60 minute drive away from Whitehorse. At present there are about 
400 births a year and most occur in Whitehorse, which means that women have to spend two or 
more weeks waiting there for the birth. The present NDP government is committed to the 
development of legislation, regulations and a framework for midwifery, including hospital 
privileges, and legislation to pass the House in the Fall 2000 sitting, but an election is due in the 
Fall. Due to the small number of midwives a request is being made that the midwives in Ontario 
and BC become part of a review board. 
Midwifery and Canadian Agreement on Internal Trade and Labour Mobility, March 21, 
2000 (Pearl represents midwives in this province). 
On March 21 5\ a conference call meeting initiated by the Alberta Labour Mobility 
Coordinator, was held to discuss what had happened about Midwifery and Labour Mobility 
(which will have an impact on reciprocity) since the January meeting (reported in our January 
Newsletter). The meeting was funded by Human Resources Development Canada (HRDC). ·The 
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reason for this meeting was that Holliday Tyson had resigned from the College of Midwives of 
Ontario and so was no longer preparing the proposal for funding from HRDC. There is an 
urgency to start moving as everything has to be completed by July 1, 2001. The three provinces 
with regulated midwifery which is removed from provincial government (as government cannot 
provide input into funding figures) are Ontario, British Columbia and Quebec. The Colleges 
from these three jurisdictions are going to finish developing the proposal. Then there will be two 
face-to-face meetings, and a conference call, to which one person from the provincial regulatory 
body and one from the provincial Midwives' Association will be invited. Where there is no 
midwifery regulatory body the invitation will only be for a member of the Association. Those 
involved, and we are members of the consortium, will be required to provide in-kind and 
monetary funding. 
A follow-up to this meeting. As nobody from this provincial government has attended 
any of these meetings, the name of the Labour Mobility Coordinator for Newfoundland and 
Labrador was obtained and contacted. He expressed surprise that we are involved with this 
committee, as "there are no midwives in this province". Licenses to practice, under the 1920 
amended Midwives Act, have not been issued since 1961. The Minister of Justice decides who 
should be involved with such committees, and so no information had been circulated to our 
Association regarding professions and labour mobility, as we do not exist. Fortunately, by 
belonging to a national organization, the CCM, we learnt about these meetings, otherwise we 
would miss having input into major decisions affecting midwives in all of Canada. 
Human Reproductive and Genetic Technologies meeting at the Delta Hotel on February 25, 
2000, at which Pearl Herbert represented the Women's Health Network. The following is from 
Pearl's notes, with added references to newspaper articles which she has collected, to illustrate 
some of the problems discussed at this meeting. 
At this meeting with representatives from Health Canada were four members of the 
Provincial Government (the Assistant Deputy Minister of Health and Community Services, and 
policy advisers), an ethicist, a geneticist, and the representative from Women's Health Network 
Newfoundland and Labrador. After introductions those present were led through the workbook 
which contained some of the highlights of the proposed legislation. Much has happened in the 
1990s and so current legislation needs to be updated. An attempt was made to do this in 1997 
(House of Commons Committee to examine cloning legislation. (1997, March 15). Evening 
Telegram, 118(341), 14) but then a federal election was called and the legislation process came 
to a halt. Health Canada is once again ready to propose legislation that will prohibit unacceptable 
reproductive and genetic technologies (RGTs) and regulate others. 
Two of the issues are: the application of technology to human genetic materials (genes, 
cells, embryos and fetuses) for reproductive purposes; and the use of human gametes, embryos or 
fetuses for any purpose, including research and medical uses. Prohibition could include cloning, 
mixing of species, for sex diagnosis, advertising and commercialization of gametes, sperm, 
surrogacy. Informed consent would be needed for the collection of sperm or ova when there was 
an intention of creating an embryo, fetus or person. There was a discussion regarding the age at 
which consent can be given by a donor, but the resulting person is unable to provide consent. 
With regard to the need for consent for the use of these technologies there is incongruence as the 
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resulting embryo and fetus are not considered persons with rights under Canadian Law until after 
a child is born, and abortion is on-demand. 
Controlled (or regulated) activities would include assisted insemination by donor or by 
partner, embryo transfer, gamete inter-fallopian transfer (GIFT), intra-cytoplasmic sperm 
injection (ICSI) and in vitro fertilization (IVF). Also, the use of human gametes, embryos, and 
fetuses for research or medical purposes, the combining of human genes with the genes of other 
species, and all transactions (storing, destroying, importing, exporting). There is a need for 
adequate testing for infections and for hereditary diseases, which may not be known to the donor, 
e.g., Huntingdon's Disease. Fetal membranes are sometimes used to cover bums but it is not 
clear if these would be included in this legislation. Also, the use of organs from a baby born with 
an anomaly which is incompatible with life could save another baby's life. 
Confidentiality is an issue and in this province could come under the Family Law Act 
which also deals with instances such as when the social father is not the biological father. The 
provincial Adoption Act also deals with privacy. 
There is a need for the person resulting from RGTs to be able to obtain a medical history 
of both of their parents and also information needed to avoid consanguineous relationships. In 
some countries it is required that children know their biological parents. (Three-year-old sues 
sperm donor [in Sweden]. (1994, June 16). Evening Telegram, 116(74), 38). 
There was a discussion as to whom would ensure that the legislation and regulations were 
adequately followed. At present there are too few people endeavouring to supervise current 
legislative requirements. A person inspecting a medical clinic may not be sufficiently 
knowledgeable to inspect a medical research laboratory. Also, who has the right to know the 
findings from privately funded research, and who will monitor these sources of private funding 
and whether or not the request for the research is ethical? There needs to be regulations for all 
private research, not just that ipvolving RGTs. An example of private funding has been with the 
Dr. Nancy Olivieri case: 
Nichols, M. (1998, December 21). Drug trial and error. Maclean 's, 111(51), 83 
O'Hara, J. (1998, November 16). Whistle-Blower. Maclean 's, 111(46), 6~-69. 
There is also the possibility that a good reason for carrying out the research has a bad result, 
which may not be known for 20 or more years, as with the children from mothers who took 
diethylstilboestrol (DES) when they were pregnant. Research was discussed and although actual 
documents cannot be cited in legislation they may be referenced in regulations. A document 
which was often mentioned at this meeting was the Tri-Council Policy Statement. Ethical 
Conduct for Research Involving Humans. (1998). Section 9. Research involving human gametes, 
embryos and foetuses, and Appendixes 9, 10, 11. 
In Canada, RGTs were the reason given for the Salvation Anny leaving the Vancouver 
Grace Hospital, which then became the BC Women's Health Centre (and is now the Children's-
Women's Hospital), as was reported in the April 16, 1994, issue of the War Cry. 
In Britain, at the time of the 50th anniversary of the National Health Service there was a 
newspaper article on RGTs: 
Lantin, B. (1998, July 14). Spreading the gift of life. Daily Telegraph, 44,500, p. 18. 
There is the question of scarce resources and the recipients ofRTGs absorbing more of 
what is available, for instance, if there is a multiple pregnancy and the babies require neonatal 
intensive care. The ethics ofRGTs have been questioned. For example, Mandy Allwood, a 
single woman who received welfare, had no stable relationship, was promised £1 million by· the 
• 
" 
-
-
• 
-
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News of the World newspaper to have the eight babies she had conceived while taking the 
pregnyl fertility drug. She refused fetal reduction and eventually spontaneously aborted all of the 
babies. 
Hall, C. (1996, August 17). Woman with eight babies to get local treatment. Daily 
Telegraph, No.43,906, p. 9. 
Muir, H. (1996, August 13). £1 million baby deal too stressful, says doctor. Daily 
Telegraph, No.43,902, p. 3. 
If Canada has strict legislation there is a possibility that people with the necessary 
financial resources will visit other countries, as happens in Britain. Postmenopausal women have 
gone to Italy for fertility treatment, which often involves using ova from other women, and have 
successfully given birth as reported in the Daily Telegraph, No. 43081, p. 1, December 27, 1993. 
A woman who obtained and wished to use the sperm from her dead husband was refused this 
treatment in Britain because he had not given his consent prior to his death, so she went to 
Belgium and had the necessary procedure. 
Hall, C., & Weaver, M. (1998, June 29). Joy for widow in the battle to have baby by her 
husband. Daily Telegraph, No. 44,487, p. 1. 
Hall, C. (1998, December 31 ). Joy of motherhood for Diane Blood. Daily Telegraph, 
p.12. 
Uhlig, R. (1998, July 16). Dead man's sperm used in [USA] pregnancy. Daily Telegraph, 
No. 44502, p. 5. 
Legislation is needed to ensure that women are never under pressure to produce ova or a 
fetus, or to act as a surrogate mother. The legislation should allow a mother, if a tragic event 
occurs (a spontaneous abortion (miscarriage), or a baby born with an anomaly incompatible with 
life), to have the option of agreeing to allow the baby to be a donor to assist someone else who is 
also facing a tragedy. 
For those Interested in the Internet, some Web Sites: 
Breastfeeding - http://www.show.scot.nhs.uk/bf 
Breastfeeding and nipple piercing - http://www.hipmama.com 
La Leqhe League - http://www.igs.net/-laleche 
Acupressure - http://home.clear.net.nz/pages/ debra_betts/ 
USA advocacy group - http://www.gentlebirth.org/archives 
International Society of Nurses in Genetics (ISONG) -
http ://nursing. crei ghton. edu/ special/isong2/ 
Centers for Disease Control & Prevention Office of Genetics & Disease Prevention -
http://www.cdc.gov/genetics 
USA National Library of Medicine - http://igm.nlm.nih.gov 
http://www.nlm.nih.gov/medlineplus 
http://www.nchi.nlm.nih.gov/pubmed 
http://www.nlm.nih.gov/locatorp I us/I ocatorp lus .html 
Research tools - http://www.healthgate.com/Healthgate/home.html 
Research Articles (taken from recent issues of the RCM Midwives Journal). RCM web site: 
http://www.midwives.co.uk 
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Albers, L., Garcia, J., Renfrew, M., McCandlish, R., & Elboume, D. (1999). Distribution 
of genital tract trauma in childbirth and related postnatal pain, Birth, 26, 11-16. 
Alm, B., et al. (1999). Caffeine, alcohol and SIDS. Archives of Disease in Childhood, 81, 
107-111. 
Amatayakul, K., et al. (1999). Effects of parity on breastfeeding: A study in the rural 
setting in northern Thailand. Journal of Human Lactation, 15, 121-124. 
Becker, A. B., et al. (1999). Breastfeeding and environmental tobacco smoke exposure 
Archives of Paediatric Adolescent Medicine, 153, 689-691. 
Brown, M.A., Robinson, A., & Jones, M. (1999). The white coat effect in hypertensive 
pregnancy: Much ado about nothing? British Journal of Obstetrics and Gynaecology. 106, 17 4-
180. 
Cox, J., Hextall, A., & Edmonds, D. K. (1999). Is cotton-based toilet tissue less irritant to 
the healing perineum than paper products? Journal of Obstetric and Gynaecology, 19, 394-395. 
Crawshaw, S. E., & Briley, A. L. (1999). A new strategy to tackle preterm labour: 
PREMET trial. RCM Midwives Journal, 2(4), 122-124. 
Crozier, K., & Sinclair, M. (1999). Birth technology: Electronic fetal monitoring. RCM 
Midwives Journal, 2(5), 160-164. 
Czeizel, A. E., & Rockenbauer, M. (1999). A lower rate ofpretenn birth after 
clotrimazole therapy during pregnancy. Paediatirc Perinatal Epidemiology, 13, 58-64. 
Fawzi, H. W., & Kamil, K. K. (1998). Rupture of the uterus in labor: A review of 14 
cases in a general hospital. Journal of Obstetrics and Gynecology, 18, 429-430. 
Ferguson, P. (1999). 6th confidential enquiry into stillbirths and deaths in infancy. RCM 
Midwives Journal, 2(9), 288-290. 
Ferguson, P. (2000). Sudden unexpected deaths in infancy: The CESDI SUDI studies. 
RCM Midwives Journal, 3(3), 86-87. 
Freer, Y. (1999). A comparison of breast and cup feeding in pretenn infants. Journal of 
Neonatal Nursing, 5, 16-21. 
Furara, S. A., et al. (1999). Amphetamine use and pregnancy outcome. Journal of 
Obstetrics and Gynaecology, 19, 377-380. 
Jongen, V. H. W. M., Halfwerk, M . G. C., & Brouwer, W. K. (1998). Vaginal delivery 
after previous cesarean section for failure of second stage of labour. British Journal of Obstetrics 
and Gynaecology. 105, 1079-1081. 
Kaufmann, T. (1999). Vitamin K: An accident waiting to happen or a storm in a teacup? 
RCM Midwives Journal, 2(8), 251. 
Labrecque, M., Eason, E., & Marcoux S., et al. (1999). Randomized controlled trial of 
perinea! trauma by perinea} massage during pregnancy. American Journal of Obstetrics and 
Gynecology, 180, 593-600. 
Lee, B. (1999). Royal Society of Medicine forum: What is normal birth? RCM Midwives 
Journal, 2(12), 386-387. 
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Levy, V. (1999). Protective steering: A grounded theory study of the processes by which 
midwives facilitate informed choices during pregnancy. Journal of Advanced Nursing, 29, 104-
112. 
Mander, R. (1999). The midwife's experience of a death of a mother. RCM Midwives 
Journal, 2(11), 346-349. 
McCrea, B. H., & Wright, M. E. (1999). Satisfaction in childbirth and perceptions of 
personal control in pain relief during labour. Journal of Advanced Nursing, 29, 877-884. 
Mcsweeney, E., Kirkham, J., Vinall, P., & Flanagan, P. (1998). An audit of anti-D 
sensitisation in Yorkshire. British Journal of Obstetrics and Gynaecology. 105, 1091-1094. 
Murray, S. F. (1999). Maternal mortality: Piecing together the jigsaw. RCM Midwives 
Journal, 2( 5), 152-154. 
Nice, S. M., & Hudson, P. (1999). Hyperbaric oxygen therapy for fetal carbon monoxide 
poisoning. RCM Midwives Journal, 2(9), 291-293. 
North, R. A., Taylor, R. S., & Schellenberg, J. C. (1999). Evaluation of a definition of 
pre-eclampsia. British Journal of Obstetrics and Gynaecology, 106, 767-773. 
Okojie, P., & Cook, P. (1999). Immediate and delayed complications of epidural 
analgesia in labour and delivery. Journal of Obstetrics and Gynaecology, 19, 370-372. 
Olausson, P. 0., Cnattinguis, S., & Haglund, B. (1999). Teenage pregnancies and risk of 
late fetal death and infant mortality. British Journal of Obstetrics and Gynaecology. 106, 116-
121. 
Poulson, P., Vaag. A., & Beck-Nielsen, H. (1999). Does zygosity influence the metabolic 
profile of twins? A population-based cross-sectional study. British Medical Journal, 319, 151-
154. 
Ralph, S. G., Rutherford, A. J., & Wilson, J. D. (1999). Influence of bacterial vaginosis 
on conception and miscarriage in the first trimester: Cohort study. British Medical Journal, 319, 
220-223. 
RCM evidence to UKCC Commission for Education. (1999). RCM Midwives Journal, 
2( 4),-120-121. 
RCM Position Paper SA. Hepatitis B: A serious hazard. RCM Midwives Journal, 2(4), 
118-119. 
RCM Position Paper SA: Support workers in the maternity services. RCM Midwives 
Journal, 2(10), 317-318. 
RCM Position Paper 7 A. The RCM: Supporting world midwifery. RCM Midwives 
Journal, 2(5), 155. 
RCM Position Paper lOA: Complementary therapies. RCM Midwives Journal, 2(12), 
382-385. 
RCM Position Paper 1 lA. Maternity care for women with disabilities. RCM Midwives 
Journal, 3(2), 46-47. 
RCM Position Paper 13B: Vitamin K. RCM Midwives Journal, 2(8), 155.252-253. 
Rockner, G., & Fianu-Johansson, A. (1999). Changed pattern in the use of episiotomy in 
Sweden. British Journal of Obstetrics and Gynaecology. 106, 95-101. 
Rusmussen, S., Irgens, I. M., & Dalaker, K. (1999). A history of placental dysfunction 
and risk of placental abruption. Pediatric Perinatal Epidemiology, 13, 9-21. 
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Sampselle, C. M., Seng, J., Yeo, S., Killion, C., & Oakley, D. (1999). Physical activity 
and postpartum wellbeing. Journal of Obstetric, Gynecologic and Neonatal Nursing, 28, 41-49. 
Steele, R. (2000). RCM research network. RCM Midwives Journal, 3(3), 77. 
Teixeira, J.M. A., Fisk, N. M., & Glover, V. (1999). Association between maternal 
anxiety in pregnancy and increased uterine artery resistance index: Cohort based study. British 
Medical Journal, 318. 153-157. 
Thomson, A. M., Davies, S., Shepherd, B., & Whittaker, K. (1999). Continuing education 
needs of community nurses, midwives and health visitors for supervising and assessing students. 
Nurse Education Today, 19, 93-106. 
Wellcome Trust. (1999). Saving babies: Advances in neonatal intensive care. RCM 
Midwives Journal, 2(6), 184-185. 
Wolf, H.,et al. (1999). Vaginal delivery compared with caesarean section in early preterm 
breech delivery: A comparison of long term outcome. British Journal of Obstetrics and 
Gynaecology, 106, 486-491. 
Wood, P. (2000). Safe and (ultra) sound. Some aspects of ultrasound safety. RCM 
Midwives Journal, 3(2), 48-50. 
Woolridge, M., et al. (2000). Looking at infant feeding today. The 'LIFT project. RCM 
Midwives Journal, 3(3), 88. 
Conferences 
April 13-14, 2000. "Health for All by Year 2000: Reality, Myth, Promise!" Battery Hotel, St. 
John's. Annual conference of the Newfoundland and Labrador Public Health Association and 
Healthy and Community Services, St. John's. Keynote Speaker: Dr. John Millar, CIHI, on health 
for all. Topics include Fetal Alcohol Syndrome, Cervical Screening, Healthy Baby Clubs. 
Cost: $40.00/Members and students $30 
Contact: Dr. Catherine Donovan, PO Box 8172, St. John's, NF, AlB 3M9 (Fax: 709-229-1590) 
May 4-5, 2000. "Current Issues in Perinatal Care", Ottawa. Annual conference of the Perinatal 
Partnership Program of Eastern and Southeastern Ontario. Sessions include: Preterm birth 
prevention, clinical updates, ethics and perinatal care 
Cost: $215.00 for both days, and includes first day lunch. Deadline April 10. 
Contact: Mrs. Robin Vandekleut, Conference Administration Coordinator, PPPESO, 401 Smyth 
Road, Ottawa, ON, KlH 8Ll (Fax: 613-738-3633; E-mail: rvandekleut@pppeso.on.ca) 
June 2000, first week, Association of Ontario Midwives annual meeting. Contact direct for 
information regarding the Emergency Skills Workshop. (Fax: 416-481-7547; e-mail 
admin@aom.on.ca;website:http://www.aom.on.ca ) 
July 25-28, 2000. "Health for All: The New Agenda - Nursing and Midwifery's Contribution" 
Third International Conference of the Global Network of WHO Collaborating Centres for 
Nursing and Midwifery, Manchester, England. 
Cost: Before May 5 £395/May 6 to July 14 £495 
Contact: Concorde Services/N&M, 42 Canham Road, London W3 7SR, England (Fax: 011-44-
20-8743-1010; website: http://www.nursing.man.ac/who) · 
• 
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October 28-29, 2000. Doula training with DONA, St. John's 
Contact: Katherine Jennex (telephone: 709-576-7413) - doula in St. John's 
November 3-4, 2000. "The Birth of a New Millennium: Women, Newborn and Families Health" 
A WHONN Canada conference, Montreal. Speakers include Jan Semler (A WHONN President for 
2000) and Gyslaine Desrosiers (President, Order des Infirmiers et Infirmieres du Quebec). 
November 24-25, 2000. "The Shortage of Maternity Care Providers in Canada", London, ON 
Preliminary notice of this multi-disciplinary conference. 
MID/RS Midwifery DiKest Articles 
MIDIRS website: http://www.midirs.org 
When MIDIRS was first published there used to be a case study with questions in each 
issue, but after a few years this ceased. Now, under the Professional Development section, 
MIDIR.S has a paper with questions. MIDIRS reviews many research reports and provides 
summaries with comments. 
Beake, S. (1999). Water birth: A literature review. MID/RS, 9(4), 473-477. 
Gilbert, R. E., & Tookey, P.A. (2000). Perinatal mortality and morbidity among babies 
delivered in water: Surveillance study and postal survey. MID/RS, 10(1), 63-64 (from British 
Medical Journal, 319(7208), 483-487). 
Lavender, T. Wollymohmed, A.H., & Walkinshaw, S. A. (1999). Managing labor using 
partograms with different action lines: A prospective study of women's views [with MIDIRS 
comments]. MID/RS, 9(4), 469 (from Birth, 26(2), 89-96). 
Levy, V. (1999). Maintaining equilibrium: A grounded theory study of the processes 
involved when women make informed choices during pregnancy [with questions]. MID/RS, 9(4), 
454-462 (from Midwifery, 15(2), 109-119). 
Mason, L., et al. (2000). The experience of stress incontinence in childbirth [with 
questions]. MID/RS, 10(1), 82-88. 
Rooks, J. P. (2000). The midwifery model of care. MID/RS, 10(1 ), 105-110 (from 
Journal of Nurse-Midwifery, 44(4), 370-374). 
Shields, N. et al. (1999). Knowing your midwife during labour [with MIDIRS 
comments]. MID IRS, 9( 4), 470-471 (from British Journal of Midwifery, 7(8), 504-510. 
WHO, UNFPA, UNICEF, & World Banlc. (2000). UN agencies issue joint statement for 
reducing maternal mortality. MID/RS, 10(1),111-112 (from Press Release, October 28, 1999). 
Wickham, S. (1999). Postnatal anti-D: Exploring midwifery evidence. [Followed by a 
commentary]. MID/RS, 9(4), 520-525. 
Wray, J., & Banbow, A. (1999). Current debate and issues surrounding anti-D 
immunoglobulin. MID/RS, 9(4), 517-519. 
Literature Review: Neonatal Male Circumcision by Kay Matthews 
Introduction: 
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Routine neonatal male circumcision has been controversial with proponents for and those 
against the practice. In this paper we will review the current literature to better understand the 
issues around circumcision and try to develop a summary which reflects the current state of the 
literature. The review will be organized under the following sections: 
1. Reasons for circumcision 
2. Methods of circumcision 
3. Benefits of circumcision 
4. Adverse effects (pain, psychological effects, infection etc.) 
5. Issue of neonatal pain 
6. Suggested medications to reduce/eliminate pain 
7. Controversies 
8. Current positions on circumcision: Canada, USA 
Reasons for circumcision: 
Reasons range from socio-cultural (Jewish and Islamic religious beliefs) to 
medical/hygienic and cosmetic (circumcised fathers want their sons to be the same as they are). 
Methods: 
1. The Gomco clamp 
2. The Mogen clamp. 
3. Plastibell technique. 
The Mogen and Gomco clamps protect the glans while producing crush injury to the prepuce 
which is then surgically removed. The Plastibell device induces necrotic tissue which is 
sloughed off, along with the plastic shield, within a week or so (Holman, Lewis & Ringer, 1995). 
In one study which compared the Mogen and Gomco clamps, the the procedure was 
considerably shorter with the Mogen clamp (mean time, 81 seconds) compared with the Gomco 
clamp (mean time 209 seconds). As well, when the circumcision is done with dorsal penile 
nerve block (DPNB), the Mogen clamp was associated with a less painful procedure than the 
Gomco (Kurtis, DeSilva, Bernstein, Malakh & Schechter, 1999). 
Benefits of circumcision: 
There are many claims of benefit of circumcision in the literature. Higher rates of penile 
cancer in uncircumcised men, higher risk of HIV infection and other STDs among uncircumcised 
men, the incidence of pyelonephritis is reported to be 10 times higher in uncircumcised male 
infants than in the circumcised, phimosis (narrowness or stenosis of the preputial oriface so that 
the foreskin cannot be pushed back over the glans penis. paraphimosis (strangulation of the 
glans penis due to retraction of the narrowed or inflamed foreskin), and balanoposthitis 
(inflammation of the prepuce) are conditions found more commonly among uncircumcised 
males. Roberts (1996) points out that colonization with maternal bacteria occurs at birth and the 
• 
• 
• 
• 
• 
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incidence of pyelonephritis is much higher in infants ofbacteriuric mothers compared with non-
bacteriuric mothers. Pyelonephritis can progress to end-stage renal disease. Roberts 
hypothesized that the presence of a foreskin allows bacterial adherence and meatal colonization. 
He cites studies done in 1985 which showed that E.coli (the common bacteria for acute 
pyelonephritis) adhered well to the inner mucosa! swface of the foreskin, as opposed to the 
external surface which is highly keratinized squamous tissue. However, Van Howe found that 
this is only true for boys over the age of three years. Among boys under the age of three years 
circumcised boys were significantly more likely to have a partially or completely covered glans, 
a reddened meatus, balanitis, or trapped epithelial debris and less likely to have a fully exposed 
glans than were circumcised boys of three years and older (Van Howe, 1997). The author of 
this study noted that the circumcised penis required more care during the first three years of life. 
The issue of whether there are higher rates of cervical cancer in the partners of 
uncircumcised males has been raised in the literature in the past. However, Moses, Bailey and 
Ronald (1998) conclude that "a protective effect of circumcision of male partners with respect to 
the occurrence of cervical carcinoma remains to be demonstrated" (p.370). 
Adverse effects: 
As well as the problems noted in boys under the age of three (above), Van Howe ( 1997) 
suggests that balanitis may be more common in circumcised boys and that preputial stenosis 
affects circumcised and uncircumcised boys equally. 
Although complications of the procedure are rare (and may be related to the experience of 
the practitioner) hemorrhage, local infection, sepsis, meatal ulceration and stenosis, avascular 
necrosis and poor cosmetic results have been reported. Meatal stenosis is the most common 
potentially adverse result of circumcision. Meatitis or ulceration usually precedes stenosis. This 
may lead to urinary retention and hydronephosis (Robson & Leung, 1996). In one study of 57 
infants, two infants became ill following circumcision (choking and apnea). The incidence of 
complications due to circumcision was 0.2%- 0.6% during the neonatal period and 1. 7% when 
done later in childhood. However, Robson and Leung point out that if minor complications are 
also considered the complication rate could be as high as 35%. The mortality rate was 1 in 
500,000 procedures. Circumcision is contraindicated in premature infants, and infants with 
anomalies such as hypospadias, epispadias megalourethra or webbed penis. 
Neonatal pain and relief measures 
A major issue of neonatal circumcision is neonatal pain. Until recently, the procedure 
was carried out without anesthesia or analgesia, partly because it was thought that neonates did 
not feel significant pain. The recent studies investigating pain response in neonates, have 
demonstrated that neonates react to pain by behavioral, cardio-respiratory and hormonal changes. 
Transcutaneous P02 decreases with circumcision pain and adreno-cortical function is altered. 
Some authorities suggest that there are long-term psychological effects of circumcision pain. A 
study by Tadio, Katz, Ilersich and Koren, (1997), found that infants who had been circumcised 
demonstrated a stronger pain response to subsequent vaccination, especially when no analgesia 
was given for circumcision (placebo group). Infants treated with lidocaine-prilocaine (EMLA) 
cream had less pain response than infants in the placebo group, but more than the uncircumcised 
infants. Other methods of pain relief for circumcision include ring block and dorsal penile nerve 
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block (DPNB). However, these in themselves may cause pain, but less pain than if no local 
anesthesia is used. In a study by Lander, Brady-Fryer, Metcalfe, Nazarali and Muttitt (1997) 
pain responses to ring block, DPNB and EMLA were compared. The authors found that the most 
effective pain control measure was ring block, with EMLA cream the least effective. All 
methods were less painful than no anesthesia/analgesia. In some parts of the world (e.g. 
Australia), parents may be told to wait 6-7 months before having the infant circumcised in order 
to have it done under general anesthesia. The results of the studies using ring block, EMLA and 
DPNB suggest that the risks of general anesthesia do not justify this practice, given effective 
alternatives. More simple, but relatively effective methods of pain relief include a pacifier 
dipped in 24% sucrose and a comfortable, padded and physiologic restraint, rather than the rigid 
moulded plastic restraint, can be useful in decreasing neonatal circumcision pain. Cooper and 
associates (1983) suggest that therapeutic retraction of the foreskin under local anesthetic can be 
done and is an acceptable alternative to circumcision. Regular fores kin hygiene is important for 
all males whether circumcised or not. 
Controversies of circumcision. 
Several studies have presented conflicting accounts about reduction in HIV and STD 
rates in circumcised males, particularly in developing countries. Based on their results, several 
researchers recommended routine circumcision to prevent HIV infection and STD. However, 
Van Howe (1999) carried out a meta-analysis of29 studies which examined the relationship 
between HIV infection and circumcision mostly in Africa. His conclusions were that when the 
raw data were combined, a man with a circumcised penis was at higher risk of HIV infection 
than a man with an uncircumcised penis. Therefore the recommending of routine circumcision 
as a prophylactic measure to prevent HIV infection was unfounded. 
Current positions on circumcision: 
A position statement by the Fetus and Newborn Committee, Canadian Pediatric Society, 
(1996) concludes that "circumcision of newborns should not be routinely perfo~ed". This was 
after an extensive review of the literature and the strength of the evidence both for and against 
male circumcision was carefully weighed. The statement is in keeping with the current position 
of the American Academy of Pediatrics. 
In 1998, following a review of the research studies, a paper by Moses, Bailey and Ronald 
suggested that "a decision as to whether to recommend male circumcision in a given society 
should be based on an assessment of the risk for and occurrence of the diseases which are 
associated with the presence of the foreskin, versus the risks of complications of the procedure". 
The authors stress that individuals and families should be given the best available 
evidence regarding the known benefits and risks. 
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Pediatrics 100 (2) {electronic abstracts: http://www.pediatrics.org} 
Taddio, A., katz, J., Lane Ilersich, A. & Koren, G. (1997). Effect of neonatal 
circumcision on pain responses during subsequent vaccination. The Lancet 349 (9052) 599-603 
Tran, P.T.D. & Giacomantonio, M. (1996). Routine neonatal circumcision. Canadian 
Family Physician 42 2201-2204 
Van Howe, R.S. (1997). Variability in penile appearance and penile findings: a 
prospective study. British Journal of Urology 80 776-782 
ARM Midwifery Matters Articles 
ARM website: http://www.midwifery.org.uk 
Variability and fetal heart rate auscultation using a Pinard' s f etoscope. 
"When I hear variability, I can say subjectively that I have heard it. I can't count and multiply 
over short intervals in rapid enough succession to give a numerical value to the variability I hear. 
What is recorded on a continuous electronic monitoring graph (CTG trace) is a series of single 
points which are so close together that they appear to be a continuous curve. The microprocessor 
in the machine calculates FHR per minute by counting how many beats it "hears" in a short 
interval and then multiplying that number by 20 or 15 to get the rate per minute". The Norwegian 
Midwives' Association has had a limited edition oft-shirt made with a large illustration of a 
Pinard and the writing "Midwives listen to the future". They cost about £11. For details e-mail: 
dnj@jordmorforeningen.no and put ''t-skjorte bestilling" as the subject (Rachel Myr). 
From a BBC show of "Wives and Daughters" the doctor used "a Pinard's to listen to Lady 
Whatsit's chest. Apparently, that's how it was always done until (male) doctors felt that using a 
Pinard' s in this way was far too intimate - hence the invention of the conventional medical 
stethoscope to place suitable distance between doctor and patient" (Hannah). 
Easier to hear the fetal heart with a Pinard fetoscope "because the Pinard earpiece is much wider, 
and the sound is coming straight up, rather than being converted from vibrations of the 
membrane in the ordinary stethoscope" (Ishbel). 
Doppler (Sonicaid) can cause the fetal heart rate to increase (Angela). 
The possibility of significant temperature elevations in the uterus, so routine examinations of 
every woman using pulsed Doppler devices during the first trimester of pregnancy is considered 
inadvisable at present. . . . An Australian study reported "This (intensive) [5 times during 
pregnancy] group did show a significant degree of growth retardation (Wood). 
McAleese, S. (2000). Caesarean section for maternal choice? ARM Midwifery Matters, 
No. 84, 12-14. 
O'Connor, G. (2000). My pelvis and I. ARM Midwifery Matters, No. 84, pp. 8-9. (This 
article is about Symphysis Pubic Dysfunction (SPD) and an e-mail address is: 
britishdspsupport@compuserve.com; web site is http://dsp.future.easyspace.com) 
Gleanings. (2000). ARM Midwifery Matters, No. 84, 34-40. The following are: 
Ultrasound stops cell division. New Scientist, June 12, 1999. 
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Caesarean sections. New Generations, 1999. "Over 100,000 women each year have a Caesarean 
section in what is the most commonly performed operation on women in the U.K. A woman is 
more than five times as likely to die after a caesarean than after a normal birth and this figure 
rises to nine times more likely after an emergency caesarean. A caesarean costs about £760 more 
than a vaginal birth and a 1 % rise in the caesarean section rate amounts to a bill of £5,000,000. 
Copies of the National Childbirth Trust briefing can be obtained by telephoning 011-44-181-992-
2616", or for the NCT discussion group see their web site at 
http://www.one list. com/subscribe/net 
Jolly, J., Walker, J., & Bhabra, K. (1999). Subsequent obstetric performance related to primary 
mode of delivery. British Journal of Obstetrics and Gynaecology, 106(3), 227-232. "First-time 
mothers who have a caesarean section or vaginal instrumental delivery are at an increased risk of 
subsequent voluntary and involuntary infertility, according to a study of 750 women .... Over 
half (57%) of the women who had an instrumental delivery said they were frightened about 
having any more children, compared with 47.9% of those who had a caesarean section and 33°/o 
who had a normal vaginal birth. Five years later 25% of the instrumental group were still 
frightened ... compared with 26% in the caesarean section group and only 1 Oo/G in the normal 
vaginal birth group. In the caesarean group 30% of women had tried without success to have 
another child. This compared with 28% in the vaginal instrumental delivery group and 16o/o in 
the normal birth group". 
Wickham, S. (1999). Anti-D. Part 2. Risks and benefits. Practising Midwife, 2(6), 38-39. "Most 
women who decline anti-Dare afraid ofbloodborne infection. Blood used to make anti-Dis 
pooled, so blood from one infected donor may end up in several hundred doses of the end 
product. Several years ago, 3,000 women contracted hepC from anti-D given in Ireland, and 
there is concern over HIV transmission. However, appropriate use of anti-D reduces the risk of 
rhesus disease to a negligible level. Currently, there appear to be no alternative products 
available. We know that only about 7-13% of rhesus negative women who give birth to a rhesus 
positive baby will actually need anti-D to prevent isoimmunisation. But we don't know which 
women these are. The author's research suggests that fetomaternal transfusion may be less likely 
when birth is physiological and the third stage is not interfered with at all. But there may always 
be a small chance of fetomaternal transfusion". 
• 
• 
• 
• 
• 
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Painful breastfeeding and Raynaud's syndrome. (1999, Summer). The Comp/eat Mother, 54, 21. 
"Raynaud's phenomenon, a circulatory disorder of unknown origin which results in numbness, 
colour changes and pain in the extremities, can affect the nipples in breastfeeding mother. 
According to the Bright Future Lactation Centre, up to 20% of women are affected. Warm cloths 
can alleviate the discomfort and there are prescription medications". This can also be relieved by 
homeopathy treatments. "To reiterate, the symptoms ofRaynaud's syndrome experienced by 
lactating mothers: aches before and after feedings, nipples shifting in colour from red to white to 
purple. The pain it caused varied from discomfort to the inability to breastfeed" (1999, Spring). 
Comp/eat Mother, 53, 26-30. 
Articles from Various Sources 
Chappell, L., et al. (1999, September 4). Effect of antioxidants on the occurrence of pre-
eclampsia in women at increased risk: A randomised trial. Lancet, 354, 810-814. Commentary 
788-789. 
Hewson, B. (2000). Midwifery and the law: A legal round-up of 1999. RCM Midwives 
Journal, 3(2), 54-55. 
(Ann Kelly, who trained in London, England, and worked in Zambia, NWT, and Labrador, is 
now practising in Dublin. No harm has come to the mothers and babies whom she has attended, 
but for three years she has been repeatedly harassed by the Irish Nursing Board. Eminent experts 
have travelled to Dublin to defend Ann's practice. The High Court has dismissed the injunction 
against her, but the Irish Nursing Board continues prosecuting and according to the Irish Times, 
has so far spent more than half a million pounds pursuing Ann). 
Kaufinann, T. (2000). Caesarean section: A public health issue? RCM Midwives Journal, 
3(1), 11-13. 
Lee, B. (2000). Too posh to push: The issue of caesarean section on demand. RCM 
Midwives Journal, 3(2), 52-53. 
Malone, C. (2000). Pressure sores in the labour ward. RCM Midwives Journal, 3(1), 20-
23. 
· Mander, R. (2000). Midwives, by Chris Bohjalian. (1997). Chatto & Windus. £6.99. RCM 
Midwives Journal, 3(3), 92-93. 
(Mander's review states that this book has a lack of substance shared by all of the characters, 
huge differences in characterisation between the females and the males, hagiography, term 
"vagaled" unknown to either British or American midwives, misuse and abuse of technical 
terminology, an example of negative advertising of incompetent midwives, which may change 
the confidence of those whom midwives attend). 
Moorson, S. (2000). Pithiviers revisited: A return to France. RCM Midwives Journal, 
3(3), 78-79. (Quite unlike when Dr. Odent practised there). 
Patrick, T., & Roberts, J. (1999). Current concepts in pre-eclampsia. MCN, 24(4), 193-
200. 
Shiliang, et al. (2000). Increased neonatal readmission rate associated with decreased 
length of hospital stay at birth in Canada. Canadian Journal of Public Health (in press). 
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Sprague, A., & Trepanier, M-J. (1999). Charting in record time. AWHONN Lifelines, 
3(5), 25-30. {This article originally appeared in the August/September issue of Lifelines but due 
to a computer error, incomplete information and errors were sent to the printer. Therefore, it has 
been reprinted in the October/November issue of Lifelines). 
Wray, J., & Jackson-Baker, A. (2000). Anti-D immunoglobulin and antenatal 
prophylaxis. RCM Midwives Journal, 3(2), 59-61. 
INFACT Canada is launching a campaign to ask Health Canada for a review of the 
Canadian Infant Feeding Statement. Nutrition for Healthy Term Infants, especially of the key 
areas: vitamin D, soy based infant formulas, and the length of time for breastfeeding. 
Communicable Diseases in Newfoundland and Labrador 1999 
STDs - a few cases of genital herpes were reported, only one case of gonorrhoea, and no 
new cases of syphilis. There is evidence of increased testing by physicians for chlamydia and the 
rates are steadily climbing. The rates had been decreasing since 1991 but now the incidence is 
back to 1990 numbers. 
For HIV the number of new cases was the lowest since 1985 and similarly for AIDs since 
1987. The risk factors for the majority are heterosexual activity. 
Figures for other communicable diseases show an increase over 1998 figures for 
streptococcal infections, pertussis, chickenpox, infectious mono, and rotavirus. 
(Communicable Disease Report, 21(6), December 1999, Dept. Of Health & Community 
Services, Newfoundland and Labrador). 
Regret to learn that Jenny Redfern (July 1943-August 1999) died at the Health Sciences Centre 
in St. John's. Jenny trained in England and took midwifery at Ayreshire Central Hospital before 
coming to work, in 1967, with the International Grenfell Association in St. Anthony and then 
North West River. Jenny was an early member of the Midwives Association. 
• 
.. 
• 
.. 
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Is Home Birth Safe? Prepared by Jan Catano for the Midwifery Coalition of Nova Scotia 
June 1999, and available on http://www.chebucto.ns.ca/Health/Midwifery/index.html 
Recommendations for the Regulation and Implementation of Midwifery in Nova Scotia, the 
Working Group has proposed a scope of practice for midwifery which specifies that a midwife be 
capable of, and willing to, provide care in all settings -- in hospital, in a birth centre or at home. 
Presently, in Nova Scotia, we are familiar and comfortable with babies being born in hospital. 
Most of us accept, without question, that the hospital is the best and safest place to give birth. We 
also accept, without question, that any other place of birth must be less safe. 
But is this belief true? When we ask the question -- Is home birth safe? -- what answer do we 
get? 
A great many studies have addressed this question, but when the way the studies have been done 
is examined carefully, most of the studies are flawed in some way -- for example, they are too 
small, they consider too few variables, or the groups of women the study is comparing are not 
enough alike for the comparison to mean anything. 
One way to get at an answer is to look at as many studies as possible, examine their methodology 
carefully, eliminate the studies that are so flawed that the results are misleading, and draw a 
conclusion based on the remaining studies. At least two researchers have done this, and have 
arrived at similar conclusions. 
The first review was done in 1991 for the Alberta Registrar of Health Disciplines. The author did 
an extensive review of the literature and identified the "confounding variables and 
methodological problems." found in the literature. Taking all of these into account, he concluded 
that: 
• "There is no evidence that the safest place for women to give birth is a hospital." 
• "There is no evidence that the safest place to give birth is the home." 
• "There is some evidence that, with proper risk assessment, selection and care, low risk 
women may safely give birth at home." 
The second review was published in 1997 as a chapter in the text Midwifery and Childbirth in 
America. This author offers a detailed compilation, discussion and analysis of all the variables 
that affect the validity of these studies. Based on this analysis, the author concludes: 
" ... the available evidence indicates that births attended by either midwives or physicians 
in homes and birth centres in this country can be as safe as in-hospital births provided the 
following conditions are in place: 
• The midwives must be competent, that is, have the necessary knowledge, skills and 
judgement. .. 
• There must be good prenatal care, with careful screening to detect and address 
complications and identify high-risk conditions, and the development of good 
communication and trust between the midwife and the pregnant woman and others who 
will be present during the birth. 
• There should be more than one knowledgeable person at the birth -- either two midwives 
or a midwife and a trained, experienced assistant. 
• There should be clear, universally accepted criteria regarding referral of high-risk women 
for hospital birth ... 
• There should be no disincentives to transporting women and newborns to the hospital. 
Transports should be viewed and accepted as an expected part of a program of . 
out-of-hospital births. They should not be seen as a failure by the mother and her family, 
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or the midwife. There must be access to rapid means to transport women and newborns to 
hospital care. Emergency medical technicians need appropriate training to support 
out-of-hospital births. 
• There must be competent and reliable obstetric backup at a nearby hospital. This crucial 
component requires an effective working relationship between the out-of-hospital 
midwife and the doctors and nurses at the hospital. The hospital personnel must trust the 
judgement of the out-of-hospital birth midwife, and the out-of-hospital birth midwife 
must be able to rely on the hospital personnel to respond appropriately when she calls to 
say that she is bringing a woman or newborn into the hospital. .. " 
The Scope of Midwifery Practice described in Recommendations for the Regulation and 
Implementation of Midwifery in Nova Scotia addresses many of these criteria. Others -- for 
example establishing referral criteria, the availability of emergency transport and the training 
required for emergency medical technicians -- can be addressed as part of the process of 
integrating midwifery care into Nova Scotia's health system. 
Is home birth safe?: Yes it is, when the mothers are carefully screened to determine the level of 
risk involved in their pregnancy and when they have good care during pregnancy and birth, 
provided by well-educated, competent practitioners who are a respected part of the health system. 
In the context of the midwifery model the Working Group is recommending and based on the 
available evidence, home birth will be as safe as birth in hospital. 
Rooks [an epidemiologist with the US CDC], the author of Midwifery and Childbirth in America, 
makes another point that is worth considering in this discussion: 
"Some babies and women die for lack of immediate access to interventions that are 
available only in the hospital. But the opposite is also true: Some babies and women die 
as a result of overuse of interventions that are applied too frequently in hospitals. 
Currently, out-of-hospital births are an option exercised by a very small minority of 
women. Most of them are well informed and make this choice through a thoughtful, 
responsible decision-making process. If that choice exposes them to any risk greater than 
they would experience during a hospital birth, the difference is small. At the same 
· time, that choice protects them and their babies from unnecessary medical 
interventions. The freedom to make this choice is very important to some women and 
their families." 
The Midwifery Coalition of Nova Scotia supports the right of women and families to make this 
choice. We believe that the midwifery model recommended by the Interdisciplinary Working 
Group on Midwifery Regulation, if adopted, would ensure that the choice would be a safe one. 
References 
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Fathers may be bad for birth 
-------·--------------····----·----···--·-··----------
Keep them out of 
the delivery 
room, guru advises 
Sarah Boseley 
One of the world's leading childbirth 
gurus, the pioneer of water births, 
Michel Odent, has turned orthodoxy 
on its head again by suggesting that 
women in labour are better off if the 
expectant father sticks to pacing the 
corridor. 
In Britain up to 90% of fathers now 
attend the birth of their child, but Dr 
Odent says men impede women from 
getting on with the primal business 
of giving birth. He even suggests that 
the trend for fathers at the birth may 
be responsible for the soaring rate of 
caesarean sections. 
The 70-year-old .French obstetri-
cian believes that giving birth is a 
primeval act during which women 
must be able to respond to their 
bodies. But anxious men, ·distressed 
at seeing their partners in pain, tend 
to try to talk to them and ask them 
rational questions about what is going 
on, which forces them .to respond 
with the intellectual side of the braiil. 
As a result, he argues, women are 
distracted from their focus on the 
physical business of coping with 
contractions, and they feel more fear-
ful in response to their partner's 
anxieties. The women end up having 
more painkilling drugs and more 
interventions. such as the use of 
forceps or caesareans. 
Dr Odent lives in Britain with his 
partner and their three-year-old son 
(he stayed outside during the birth). 
"There are many sorts of men and 
many sorts of couples," he said. 
.. Some men can keep a low profile. 
Some need to guide or talk, but they 
know nothing about birth. They 
either do not understand or they fear 
the change that comes over a woman 
in labour as her rational self is 
submerged" 
The National Childbirth Trust is 
often held responsible for encourag-
ing men to attend the birth of their 
child, but its head of policy research, 
Mary Newburn, says "there may be 
·something" in what Dr Odent says. 
The father may not always be the 
best person to help the woman in 
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Special delivery: fathers have their part to play In making babies, but are they 
the best people to help women through the primeval process of giving birth? 
labour, she agrees. "It is most helpful if 
people have an open mind about who 
will give a woman support when she 
is in.labour. It is unhelpful if there is 
an assumption that a man will illways 
be there. The woman needs tO be able 
to choose who is right for her, and to 
do that without offending her partner. 
I think that attending the birth bu 
becon1e a kind of symbol of new father-
hood. A lot of men don't do much 
else, but they are there at the birth." 
Ms Newburn understands Dr 
Odent's view that men can distract 
from the business of giving birth. "I 
believe he feels that women may feel 
inhibited by a partner being there, 
and that can interfere with the 
process of labour," she said. 
"The important thing is that the 
woman feels relaxed. It is very easy 
for people to do the wrong thing if 
they are not used to a woman in 
labour. Most of us haven•t seen it 
until our children are born. Men are 
supposed to be giving support, and 
they really are reeling because they 
don•t lmow whether what is happen-
ing is usual, fine or what, and they 
really don-i: know what to do." 
In some cultures women are 
traditionally supported by other 
women who have given birth. In 
Japan most women leave their 
partners and return to their mother's 
home before the birth. Japan has a 
low rate, just 1%, of use of epidurals 
- a spinal anaesthetic that eases pain 
during labour but leads to greater 
likelihood of a forceps delivery. 
l+I Health Sante Canada Canada 
c a n a d n • 1 
Surveillance System 
The Bureau of Reproductive and Child Health at 
Health Canada's Laboratory Centre for Disease 
Control has established the Canadian Perinatal 
Surveillance System (CPSS). The CPSS is guided by 
a Steering Committee comprising expert representa-
tives of health professional organizations, consumer 
and advocacy groups, and the provincial and territorial 
governments, as well as Canadian and international 
specialists in perinatal health and epidemiology. The 
CPSS is part of Health Canada's efforts to strengthen 
Canada's national health surveillance capacity. 
There are three main components to the CPSS: collec-
tion of data related to perinatal health, analysis and 
interpretation of these data, and response. The aim is 
to acquire data on all recognized pregnancies, regard-
less of their outcome: abortion, ectopic pregnancy, 
stillbirth or live birth. If the pregnancy results in a live 
birth, the long-term plans for the CPSS also include 
surveillance of the infant's health during the frrst year 
of life. 
One of the CPSS's response vehicles is the fact sheet, 
for which the objective is to disseminate perinatal 
health information to a broad audience of interested 
persons. Members of the CPSS Steering Committee 
review all CPSS fact sheets before their publication. 
Introduction to Pretenn Birth 
Preterm birth (gestational age less than 3 7 completed 
weeks) has been identified as one of the most important 
perinatal health problems in industrialized nations.<1> 
Pre term birth accounts for 7 5-85°/o of all perinatal 
mortality in Canada<2) and is an important determinant 
of neonatal and infant morbidity, including neuro-
developmental handicaps, chronic respiratory problems, 
infections and ophthalmologic problems.<1> Among 
preterm inf ants, mortality rates show marked increases 
with decreasing gestational age.'3) The rate of preterm 
birth is markedly increased among multiple births; 
about half of twins and almost all higher-order births are 
born preterm.<4> Until recently, low birth weight, which 
can result from a shortened gestation, restricted fetal 
growth or both, has received greater attention than 
preterm birth.<5> It is now clear that preterm birth and 
small-for-gestational-age are vastly different in terms of 
etiology and outcome. '6> Furthermore, it is increasingly 
recognized that the prevention of pretenn birth is crucial 
to improving pregnancy outcomes.t5) 
This fact sheet examines current rates and temporal 
trends of preterm birth in Canada. Some international 
comparisons are also presented. Current understanding 
of the etiology of preterm birth and the limitations of 
preterm birth data are highlighted. 
Our mission is to help the people of Canada maintain and improve their health. 
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Unless referenced otherwise .. preterm birth statistics are 
taken from the Canadian Vital Statistics System, 
Statistics Canada.(?) 
Definition of Key Terms 
Gestational age - the interval between the first day of 
the mother's last normal menstrual period and the date 
of delivery. 
Preterm birth - a gestational age less than 37 completed 
weeks(< 259 days). 
Preterm birth rate - the number of preterm births per 
I 00 live births in any given year. 
Very' preterm birth - a gestational age less than 32 
completed weeks(< 224 days). 
Perinatal mortality - the combined mortality of 
stillbirths and deaths of inf ants up to 6 days of age as a 
proportion of all births (stillbirths plus live births). 
Low birth weight - a birth weight less than 2500 g. 
Prete1?n Birth 
The pretenn birth rate in Canada in 1996 was 7 .1 per 
I 00 live births, with a rate of 6.1 and 51.1 per 100 live 
singleton and multiple births, respectively. ~e 1996 
rate of very preterm birth in Canada was 1.0 per 100 
live births. The Canadian pretenn birth rate has been 
increasing gradually, from 6.4% of live births in 1981 to 
7.lo/o of live births in 1996 (Figure 1). (Data from the 
province of Ontario have been excluded from the 
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Figure 1. Preterm Birth Rates 
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Source: Statistics Canada. Canadian Vital Statistics System. I 981-96. 
national rates presented due to problems with the 
quality of the Ontario data. This problem is being 
addressed, and it is anticipated that Ontario data will be 
included in national figures in the near future. Data 
from Newfoundland were not available prior to 1990 
and have been excluded from the time trend.) Potential 
explanations for the increase in the Canadian pretenn 
birth rate include: changes in the frequency and 
gestational age of multiple-gestation pregnancies, 
increases in obstetric intervention, greater registration of 
extremely early-gestation births (20-27 weeks) ·and 
increases in the use of ultrasound-based estimates of 
gestational age. <B.9> 
The provincial and territorial preterm birth rates in 
Canada in 1996 ranged from 5.0 per I 00 live births in 
the Yukon to 9.3 per 100 live births in the Northwest 
Territories (Figure 2). The Ontario rate has also been 
excluded from the inter-provincial comparisons. 
. 
Figure 2. Pret.erm Birth Rates 
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The availability of consistent and timely international 
comparisons of preterm birth rates is limited. The 1996 
Canadian preterm birth rate of 7 .1 per 100 live births is 
slightly higher than the Australian rate of 6.9 per 100 
live births, but considerably lower that the 1996 United 
States rate of 11.0 per I 00 live births (Figure 3).oo.1 n A 
closer examination of the higher rate of preterm birth in 
the United States reveals important racial differences in 
Figure 3. Preterm Birth Rates 
Selected Countries, 1996 
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the rates between non-hispanic whites and non-hispanic 
blacks: preterm birth occurred in 17.4% of live births to 
black women compared with 9.8% of live births to 
white women.< I I> 
Epideniiolopy and Prevention of 
Preterm Birth 
The cause of most preterm births is unknown.<4•6) 
Recognized risk factors include genital tract infection, 
cigarette smoking, pre-eclampsia, incompetent cervix, 
prior preterm birth and abruptio placentae. Psycho-
logical factors, such as stress, anxiety and depression, 
may also affect the risk of preterm birth.<4) Further 
research is required to clarify the role of these and other 
determinants of preterm birth. 
Efforts to reduce the adverse outcomes associated 
with preterm birth include both interventions to prevent 
or delay preterm birth and those intended to reduce 
prematurity-associated morbidity and mortality.< 12> 
These latter efforts, including regionalization of peri-
natal care and effective obstetric interventions, have 
resulted in marked improvements in survival. However, 
this reduction in mortality has not been accompanied by 
a similar reduction in the risk of prematurity-associated 
neurologic handicaps.< 12) Interventions to prevent 
preterm birth have included enhanced prenatal care, 
cervical cerclage, progestin supplementation and 
nutritional interventions.' 12> A recent review on the 
prevention of preterm birth concluded that ''most 
1 
interventions designed to prevent preterm birth do not 
work, and the few that do .. including treatment of 
urinary tract infection, cervical cerclage, and treatment 
of bacterial vaginosis in high-risk women, are not 
universally effective and are applicable to only a small 
percentage of the women at risk for preterm birth.',( 12) 
Data limitations 
An important limitation in the surveillance and research 
of preterm birth is the potential for error in determining 
""' 
gestational age, particularly where menstrual dates are 
used. This error may be due to inaccurate maternal 
reporting, the interpretation of post-conception bleeding 
as normal menses, irregular menstrual cycles and 
intervening, unrecognized pregnancy losses.<1) The 
validity of international comparisons is also limited by 
differences among nations in the completeness of birth 
registration and inconsistent ascertainment of 
gestational age.< 1) 
Sum1nary 
Preterm birth remains one of the main causes of peri-
natal mortality and morbidity. Despite its importance, 
the etiology of preterm birth and the keys to its pre-
vention remain poorly understood. Greater resources 
and efforts are required to improve our understanding 
of preterm birth in Canada. 
For Further Information 
In the upcoming months, the CPSS will publish fact 
sheets on other aspects of perinatal health. For more 
information, or to be added to our mailing list, please 
contact: 
Reproductive Health Division 
Bureau of Reproductive and Child Health 
LCDC Bldg, Tunney's Pasture, A.L. 0601E2 
Ottawa, Ontario KIA OL2 
Tel. (613) 941-2395 Fax (613) 941-9927 
CPSS e-mail: CPSS@hc-sc.gc.ca 
Or visit our website at: 
www.hc-sc.gc.ca/hpb/lcdc/brch/reprod.html 
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Brca.stfccding is the cultural norm for infant 
feeding in Canada. 
••••••• Sl•l••••I 
To protect, promote and support bl'C2St· 
feeding in Canada as the normal method of infant 
feeding. 
O•J•ell••• 
Provide a forum for a~ing Canadian 
bro.mccding iMucs. 
Maintain ongoing communication with gov-
ernments and organizations to protect, promote 
and support breastfeeding. 
Provide ongoing expert advice and recom-
mendations on brc2stfccding rcscarch, policy and 
program development, and direction to govern-
ments and organizations. 
Develop partnerships and collaborative 
strategics to protect, promote and support bl'C2St· 
feeding. 
As the National Authority for the Baby-
Fricndly Initiative, oversee and facilitate the imple-
mentation of the Baby-Friendly Initiative in Canada. 
•••••r•6IJI 
The group consists of independent cxpcns 
and representatives of the following ~iations 
or organizations : 
Aboriginal Nurses Association of Canada 
Association of Women's Health, Obstetric and 
Neonatal Nurses 
Canada Prenatal Nutrition Prognm 
Canadian Lactation Consultant AM<>ciation 
Canadian Confederation of Midwives 
Dietitians of Canada 
Canadian Hcaltharc Association 
Canadian Institute of Child Health 
Canadian Nurscs Association 
Canadian Paediatric Society 
Canadian Pcrimtal Programs Partnership 
Canadian Ph2rmacists Association 
Canadian Public Health Association 
College of Family Physicians of Canada 
Fcdcf21/Provincial/I'crritorial Group on Nutrition 
Health Canada 
INFACT Canada 
La Leche League Canada 
Uguc I.a Lcche 
Society of Obstetricians and Gynzcologists 
of Canada 
UNICEF Canada 
Ce·C•••r 
Rotating members elected to a two year term. 
···•••6• 
Held approxi.m2tively once a yCU". 
Subcommittees work on identified issues on 
an ongoing basis. 
•llllorl•I C•••lll•• 
Maureen Fjeld, Jacki Glover, Marie Labreche, 
Jennifer Pcddlcsden, Marilyn Sanders, Picrrctte 
Tremblay 
SUtcments and opinions exp~ in this 
nC"WSlcttcr arc those of the authors and not nee~ 
sarily the opinion of the member organi7.ati<>ns. 
MESSAGE FROM THE Co-CHAIRS 
By Maureen Fjeld and Jennifer 
Peddlesden 
'VJ'E HAVE HAD 1llE PRIVILEGE AND 
VV 1llE PLEASURE TO BE CO-OWRS 
IN 1llE YEAR IBE BCC ACCREDITED 1HE 
FIRST BABY-FRIENDLY HOSPITAL IN CANADA. 
THERE Will NEVER BE ANOTIIER FIRST Btrr 
WE HOPE 1HAT MANY MORE HOSPITALS Will 
FOUOW 1llE PAlll BLAZED BY 1HE BROME-
MISSISQUOI-PERKJNS HOSPITAL IN 
COWANSVIU.E (QuEBEC). 
One of the most pressing issues 
for the BCC has been to ensure that it 
is a truly Canadian organization, which 
both represents those organizations 
which have sent and sponsored repre-
sentatives, and speaks with a voice 
which spans the great country of 
Canada. This is not an easy task but it 
is now being undertaken in at least 
three ways. 
First, you, the Corresponding 
Members, have been asked to step for-
ward for Committee work. Your new 
ideas and the special talents each of 
you can offer will ensure that the BCC 
is not operating blind to particular 
regional needs. 
Second, the BCC is developing by-
laws which will include representation 
on the Board from Provincial/f erritorial 
BFI Implementation Committees. 
Third, the BCC has begun visiting 
provinces and territories to meet with 
designated B~ Implementation 
Committees where they exist, (or 
government representatives where no 
committee is designated) to prepare 
the way for a BFI Implementation 
Committee in each jurisdiction. This 
final step will be the one which we 
trust will best unite and coordinate our 
efforts across the country to protect, 
promote, and support breastfeeding. 
The next theme which has run 
through our work is the issue of the 
Baby-Friendly Initiative in the 
Community and a system of designat-
ing community facilities as Baby-
Friendly. A document from Great 
Britain, "The Baby Friendly Initiative 
in the Community-A Seven Point 
Plan for the Protection, Promotion 
and Support of Breastfeeding in 
Community Health Care Settings"' has 
been Canadianized with permission 
from the UK Baby Friendly Initiative 
and is part of the new set of Baby-
Friendly documents published by the 
BCC. These can be ordered from The 
BCC office or found on the BCC web-
page. Although this document does 
not address all community needs for 
BFI, nor the actual designation 
process, it is a start. Plans are under-
way for another document to address 
these concerns. The BCC draft by-laws 
provide for a Committee which will 
focus on the Baby-Friendly Initiative in 
the Community. 
Once again, the past months have 
flown by in a daze of e-mails, long 
attached files to read, overdue courier 
packages, and editing requests inter-
spersed with family holidays and an 
Executive meeting (See repon on page 2 
of this iMue). Although the work is 
intense, and deadlines are always clos-
ing in too quickly, we have managed 
to designate the first Baby-Friendly 
Hospital in Canada and firmed up 
plans for the work funded by 
Population Health to bring the BFI to 
the provinces and territories. Thank 
you to an incredible "ready and will-
ing" Executive who are always pre-
pared to go that extra mile for the 
babies and mothers ! 0 
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By Jennifer Peddlesden, Co-Chair, BCC 
STILL FLOATING FROM A SENSE OF ACCOMPLISHMENT AND PRIDE IN DESIGNATING TiiE FIRST BABY-FRIENDLY 
HOSPITAL IN CANADA, TIIE BCC Ex:ECUI1VE MET IN CALGARY 
AUGUST 15-16, 1999 - AND lHE DUCKS ARE S11ll PADDLING 
LIKE MAD! 
Needless to say, the first and most important 
agenda item was a review of the external assessment of 
the Brome-Missisquoi-Perkins (BMP) Hospital resulting 
in Canada's first Baby-Friendly Hospital. (See pages 5, 6 
and 7 of this issue) 
Working against a timeline that continues to 
shonen, the Executive focused many hours on plan-
ning for the Provincial/ferritorial (Pfl) meetings 
which began in September and will be completed in 
the early months of 2000 according to the require-
ments of the Population Health Grant which the BCC 
received last year. Marilyn Sanders, BFI Coordinator, 
and one BCC member have participated in most visits. 
Many hours were spent in developing resource materi-
als for use in these meetings which encompass the 
"whys" of the Baby-Friendly Initiative. A second set of 
documents, which are also completed, deal with the 
"hows" of the BFID assessment process in Canada. 
This includes the process for becoming a Baby-Friendly 
Assessor in Canada. Thanks to the work of Baby-
Friendly Victoria Australia•, the BCC has purchased, as 
one resource for these presentations, a set of slides 
outlining the many benefits of becoming Baby-Friendly. 
Partnership guidelines and potential commercial 
partners were discussed by the Executive. Guidelines 
are still in a draft fonn and there are at present no com-
mercial partners whose profiles fit the requirements 
for partnership with the BCC. Readers are encouraged 
to submit names of potential commercial partners to 
the BCC. 
One partnership which has thrived since its begin-
ning is the BCC partnership with the Canada Prenatal 
Nutrition Program (CPNP). CPNP has finalized a breast-
feeding vision statement which reflects the partnership 
with the BCC, (see page 4) and funding is being sought 
for a working group on peer support which proposes 
to replicate research done by Dr. Pat Martens of 
Manitoba in two CPNP projects. 
Breastfeeding Cariada. stands as our most impor-
tant communication tool to the world about the BCC 
and the Baby-Friendly Initiative in Canada. Future 
issues will feature breastfeeding-friendly activities of 
member organizations and, we hope, many special edi-
tions announcing more Baby-Friendly Hospitals. 
Finally, dull as they are, but important as they are, 
the by-laws were tackled on the last day of the meeting. 
Thanks to Sonja Fjeld for her work in creating a draft 
for us to use in beginning the process of developing 
the guiding rules for the BCC. The by-laws will be 
ready for ratification by the BCC members at their 
meeting March 3-5 2000 in Toronto. 
• For information on the Baby-Friendly Victoria 
slide presentation e-mail : Joy Johnston at: 
johnston@aitex.com.au 0 
P R 0 V I N C I A L B FI P R 0 G R E S S I S PR <> !\f I S I ~ G . 
By Marilyn Sanders, BCC National Coordinator 
SINCE SEPTEMBER, 1999 BCC MEMBERS HAVE VISITED A DOZEN cmES AND TOWNS IN FOUR PROVINCES TO 
PROMOTE TiiE BABY FRIENDLY INmATIVE. THEY All REPORT 
PROMISING EVIDENCE OF WORK WHICH HAS BEEN UNDERTAKEN 
IN BOTii HOSPITALS AND COMMUNlTIES TOWARD BFI 
IMPLEMENTATION. 
Financed, in most cases, by the current three year 
grant from Health Canada to Implement and Evaluate 
the Baby-Friendly Initiative in Canada, BCC members 
have visited communities in British Columbia, Alberta, 
New Brunswick and Saskatchewan to meet with 
provincial BFI Implementation Committees (where 
established) and with other key stakeholders. 
In September, Roberta Hewat (Canadian Nurses 
Association) participated in two days of meetings with 
key stakeholders in Quesnel, BC. Maureen Fjeld, 
(Canadian Lactation Consultant Association and Co-
2 
Chair of the Breastfeeding Committee for Canada) 
addressed a meeting in Calgary which resulted in the 
formation of the Alberta Breastfeeding Committee. 
In October, Roberta Hewat, accompanied by 
Dr. Wah Wong, of UNICEF Canada, met with key stake-
holders in Langley, BC. Later in October, Marie 
Labreche (Health Canada) and Marilyn Sanders 
(UNICEF Canada and BCC Coordinator) participated in 
three days of meetings in New ~runswick. The visit 
was organized by Gisele McCaie-Burke 
(Federal/Provincial/ferritorial Group on Nutrition) and 
Murielle Wade, Chair of the Provincial Breastfeeding 
Promotion Committee. Meetings included presentations 
to the Minister of Health and his senior administrative 
team, to the Chief Nursing Officers of seven of the 
eight hospitals in New Brunswick and to hospital staff, 
public health and community breastfeeding support 
groups in four communities - Fredericton, St-John, 
Miramichi and Bathurst, covering four of the 
province's seven health regions. A half-day meeting 
PR 0 \ . I '.\<: I A I. ll FI PRO G RI: SS I S PR o \I I s I '.\ G 
with the Provincial Committee, the BFI Implementation 
Committee in New Brunswick, completed the visit. 
In November, Maureen Fjeld made a presentation 
to the British Columbia Lactation Consultant 
Association and toured Lions Gate Hospital in 
Vancouver and Roberta Hewat met with the Perinatal 
Committee of the Victoria, BC, Health Region. Later 
Maureen Fjeld and Marilyn Sanders participated in a 
three-day visit to Saskatchewan. Organized by Johanna 
Bergerman (INFACT Canada), and Wendy Stefiuk, Co-
Chair of the Breastfeeding Committee of Saskatchewan 
(Saskatoon/Humboldt) and Kandis Meikle-Cadogen, 
Co-Chair of the Regina Health District Baby-Friendly 
Action Committee (Regina), these meetings included a 
full-day meeting with the Provincial Committee and 
presentations to hospital staff, public health and other 
stakeholders in Saskatoon, Humboldt and Regina. 
Roberta Hewat concluded the 1999 series of meet-
ings in mid-December when she met with representa-
tives of the Simon Fraser Health Region in BC. 
Visits to provinces and territories will continue in 
the first quarter of 2000. Jacki Glover (Independent 
Expert) will spend three days in the Northwest 
Territories in February. Also in February, Susan Hodges 
(Canadian Institute of Child Health) and Marilyn 
Sanders will participate in three days of meetings in 
Manitoba. Discussions are in progress to arrange visits 
to Prince Edward Island, Nova Scotia, Newfoundland, 
Quebec and Alberta later in the spring. 
Susan Hodges and Marilyn Sanders are working 
with the Baby-Friendly Initiative Subcommittee of the 
Ontario Public Health Association to plan a key stake-
holders meeting in Toronto on April 3 which it is 
hoped will lead to the establishment of an Ontario BFI 
Implementation Committee. 
All BCC members who participated in provincial 
visits have reported progress both in institutions and in 
the community toward the implementation of the 
Baby-Friendly Initiative. BCC members were privileged 
to participate in tours of the Miramichi Hospital in NB, 
the Royal University Hospital, Saskatoon, St. Elizabeth's 
Hospital, Humboldt, and the Regina General Hospital 
in SK. They report being very impressed by the work 
which many hospital staff are doing to improve breast-
feeding protection and support for new mothers and 
babies as they work toward the BFHI designation in 
the future. Hospitals are working on developing breast-
feeding policies, addressing the issues of staff training, 
and developing liaisons with community health to 
ensure that pregnant women receive information 
about the benefits and management of breastfeeding 
before birth, and support once they leave hospital. 
BCC members visiting hospitals saw evidence of 
changes in practice to better support and assist women 
to establish breastfeeding and enable breastfeeding on 
demand. Several hospitals reported that soothers were 
not provided by staff and were not available in the hos-
pital. Staff in older hospitals, some of which still have 
multiple bed wards, state they experience greater diffi-
culties in establishing 24 hour rooming in. However, in 
most hospitals BCC members found newborn nurseries 
either eliminated or virtually empty as babies were 
being cared for by their mothers. Lack of policies 
regarding medically-indicated supplementation and 
supplementation for convenience continue to be an 
issue in most institutions. 
Visits to the NICU units in the hospitals in 
Saskatoon and Regina revealed a strong emphasis on 
care by the mother of her new baby and assistance to 
new mothers to pump their milk in order that breast-
milk can be provided to premature infants at the first 
opportunity. Both hospitals have hostel arrangements 
for mothers who are discharged from hospital when 
babies remain in NICU. 
Despite the hard work which was evident in all 
locations, some obvious challenges to BFHI implemen-
tation were evident. Among these are the attitudes of 
some senior managers who either are not convinced 
of the importance of the _BFHI or believe that their cur-
rent policies and practices are already in line with 
BFHI critena. The chronic shortage of health care 
professionals in most parts of Canada has added to the 
levels of stress under which hospital staff are working 
and creates added difficulties for the implementation 
of the BFHI. 
It is very encouraging to see that, in many commu-
nities, multidisciplinary committees involving repre-
sentatives of hospital, public health and community 
breastfeeding support groups have been established. 
These coali~ions are working, in a variety of ways, to 
encourage the implementation of the BFIIl in their 
local institutions and to increase collaboration between 
hospital and community. In some locations campaigns 
are currently underway to create more "breastfeeding -
friendly" communities. These include identifying pub-
lic spaces which will welcome breastfeeding women 
and working with labour organizations and employers 
to create more breastfeeding-friendly workplaces. 
A major challenge continues to be the support 
which breastfeeding and the BFI are receiving from the 
governments of provinces and territories. The Minister 
of Health in New Brunswick, a ·former family physi-
cian, told BCC representatives in October that he was 
behind the BFI " 110 % ". New Brunswick has already 
developed a provincial breastfeeding strategy, targeting 
the designation of all hospitals in the province as 
"Baby-Friendly". Prince-Edward Island has also devel-
oped a strategic plan for breastfeeding in that 
province. It is hoped that other provincial and territor-
ial governments will follow the lead of these two 
provinces toward the implementation of the BFHl/BFI 
within their jurisdictions. 0 
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By Janet Murphy Goodridge, CPNP 
Representative to the BCC 
THE NORIBSHORE EARLY CHILDHOOD ASSOCIATION CPNP PROJECT ON IBE WEST COAST OF 
NEWFOUNDLAND HAS BEEN IN PLACE SINCE DECEMBER 1995. 
THE "ffEALTIIY BABY CLUB" IS A COMPREHENSIVE PRENATAL 
PROGRAM 11iA T INCLUDES RESOURCE MOIBER (PEER COUNSEL-
LOR) SUPPORT, FOOD SL1>PI£\1E!\TTS (MILK, EGGS AND ORANGES), 
HOME VISITING AND GROUP SESSIO!':S ON NUTRITION, CHILD-
BIRTI-1 EDUCATION, BREASTFEEDING AND COOKING. A PUBLIC 
HEALTI-1 NlJRSE AND NUTRITIONIST WORK AS PAR1NERS WIIB TIIE 
RESOURCE MOTHER IN PROVIDING SUPPORT TO THE PREGNANT 
MOTIIER. REsOURCE MOTIIER, }UDY BURRIDGE RECOGNIZES TI-IE 
IMPORTANCE OF PROTECTING, PROMOTING AND SUPPORTING 
BREASTFEEDING WITHIN HER HEAL TIIY BABY CLUB. 
Breastfeeding education and support are key com-
ponents of the Healthy Baby Club experience. Prior to 
the establishment of Healthy Baby Club, breastfeeding 
rates were extremely low in the surrounding communi-
ties. Breastfeeding rates have soared in the past few 
years. Seven of the nine babies born in the area during 
the fall of 1998 were breastfed and the eight pregnant 
women in the program at that time were all planning 
to breastfeed. The success must be attributed to the 
enthusiastic support for breastfeeding by the Healthy 
Baby Club mothers and the commitment to breastfeed-
ing by Judy Burridge, the public health nurses and the 
nutritionist. 
The Healthy Baby Club has also influenced atti-
tudes towards breastfeeding in the community. Judy 
has organized sessions on breastfeeding for World 
Resource Mother Judy Burridge 
Breastfeeding 
Week, worked 
with the local 
high school to 
promote breast-
f ceding and given 
presentations 
with Healthy Baby 
Club mothers on 
the barriers to 
breastfeeding. 
Discussion about 
the negative 
impact of the mar-
keting practises of 
the formula indus-
try on breastf ced-
ing is included in 
her education 
sessions. 
On a recent grocery store tour with a group of 
Healthy Baby Club participants, Judy reported that the 
store's restaurant was specially helpful and supportive of 
the breastfeeding mothers. She believes that community 
support for breastfeeding is very important. It is appar-
ent that this Healthy Baby Club is doing its part to 
ensure that breastfeeding is established as the norm in 
this Newfoundland community. 
"Canadian communities will foster envi-
ronments where breastfeeding is the easiest 
choice for all women and their children." 0 
Joint vision statement for the BCC/CPNP Partnership 
... , . . . . . . . UPDATE QN ~CC/CPNP PARTNERSHIP . ·- -
... . . . . . 
By Janet Murphy Goodridge 
TJIE BCC/CPNP partnership continues to thrive 
1. and the joint Plan of Action is moving forward 
with collaboration on breastfeeding initiatives within 
the two organizations. One significant accomplishment 
was reaching consensus on a joint Vision Statement for 
the partnership. "Canadian communities will foster 
environments u 1here breastfeeding is the easiest 
choice for all women and their children". Since the 
initial joint meeting of the BCC and CPNP delegates in 
April 1998, the CPNP delegates have continued to 
meet by telephone conference on a regular basis to 
share resources and information on breastfeeding and 
discuss issues relating to breastfeeding within CPNP 
projects. A Guideline Statement on Protecting, 
Promoting and Supporting Breastfeeding within CPNP 
projects is in progress and CPNP will welcome feed-
4 
back on the statement from BCC members. It is antici-
pated that the Statement will assist projects in their 
continuing efforts to be breastfeeding friendly. 
Communication between the two organizations has 
been enhanced with the representation of CPNP on 
the BCC Executive. A joint working group is proceed-
ing with work on developing and .implementing a peer 
breastfeeding support model for CPNP projects to 
ensure sustained support for breastf ceding mothers in 
the community. As the BCC strives to implement the 
BFI at the community level, CPNP representatives also 
look forward to playing a key role in this initiative. 
For more information about the BCC/CPNP 
partnership contact Janet Murphy Goodridge, CPNP 
representative to the BCC wiljan@nf.sympatico.ca or 
(709) 753-2052. " 
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. . BMP : FIRST BABY-FRIENDLY- HOSPITAL IN CANADA 
AFIRST IN C~l\lADA ! O~ JULY 8, 1999, TIIE BREAST- baby-friendly? The answer lies at BMP Hospital where FEEDING COMi\UITEE FOR CA. l\lADA ANNOUNCED THAT those questioning can see what it really means to sup-
IT HAD DESIGNATED IBE BROME-MISSISQUOI-PERKINS HOSPIT Al port mothers in labour and delivery and to really help 
(BMP) IN Cow Ai~SVILLE (QutBEc) IBE FIRST BABY- . (b) .... - mothers with breastfeeding. No lip service is paid 
FRIENDLY HOSPITAL IN CANADA. , 11• ~? ~IP 'i<'"' '~1 sa< . . \(1s.\rso1io•~ t BMP but real efforts are made to ensure 
This designation signifies that the .~ 
BMP hospital has fulfilled the Ten Steps 
to Successful Breastfeeding as con-
firmed through an intensive two-day 
assessment which took place on June 
21 /22 , 1999 and which included inter-
views with mothers who have recently 
delivered babies and hospital staff as 
well as observation of hospital practices. 
;;.-that breastfeeding is the wonderful 
: ·;experience it should be, Unfortunately, 
; this is an experience which too 
many women miss unnecessarily." 
Speaking as a representative of 
the BCC Executive, Past Chair Dr. 
Roberta Hewat of Vancouver stated: 
'"The WHO/UNICEF Baby-Friendly 
designation of the Brome-Missisquoi-
. Perkins Hospital is the birth of a new era 
The BMP Hospital joins more than 
14, 000 Baby-Friendly Hospitals world-
wide. Commenting on his experience 
in leading the BMP assessment team as 
Master Assessor, Dr. Jack Newman of 
Toronto stated : "Many hospitals 
believe they are baby-friendly already. 
After all, how can a hospital not be 
Dr. Luc Boileau, Director of Public Health, 
Monteregie Region, Use Montagne, Co-
director, Parent-infant program, Marilyn 
Sanders, BCC/BFI Coordinator, Dr. Jean 
de St-Victor, Co-director, Parent-infant 
program and Dr. Suzanne Dionne, 
Independent Expert BCC member 
in Canadian perinatal care." 
(Adapted from the media 
release issued by the Breastfeeding 
Committee for Canada July 8 , 
1999.) 0 
CANADA'S FIRST BABY-
FRIENDLY HOSPITAL 
By Pierrette Tremblay, Editor, Breastfeeding 
Canada · 
I MAGINE a hospital where mothers, fathers and babies stay together from birth on, where no 
bottles or pacifiers are visible anywhere, where babies 
do not receive supplements except for medically 
acceptable reasons, where nurses teach, empower and 
support parents in these vital first few days, and where 
breastfeeding is seen as a normal process. Such a hos-
pital now exists in Cowansville, Quebec. 
The Brome-Missisquoi-Perkins (BMP) Hospital 
spent years preparing for this moment. In the process, 
the staff developed a palpable team spirit and a deep 
respect for each other. Over the last year, BMP main-
tained an average exclusive breastfeeding rate of 
80.2 %. It has a breastfeeding policy based on the 
Ten Steps to Successful Breastfeeding (see page 7) and 
is in total compliance with the International Code of 
Marketing of Breast-milk Substitutes. Mothers are 
almost unanimously ecstatic about their experience at 
BlvIP and the support they have received. Most of them 
are beaming! All babies are placed skin-to-skin with 
their mothers right after birth and put to the breast 
shortly after. 
Although prenatal services are provided outside 
the hospital by the Centre local de services communau-
taires (Cl.SC), hospital staff are working closely with 
the local CLSCs to ensure that," among other things, 
the importance of rooming-in and breastfeeding on 
demand are taught prenatally. Lots of emphasis has 
been placed on natural childbirth and, consequently, 
the hospital has a low caesarian rate (12-14 %) and low 
epidural rates (20 %). Hospital personnel undertook 
extensive training during the three years prior to the 
BFHI assessment, most completing much more than 
the 18 hours required by the international WHO/ 
UNICEF program. Becoming Baby-Friendly became 
very much a project of the whole hospital. Even the 
security guard knew that Baby-Friendly went with 
breastfeeding and other staff nicknamed the two 
female assessors the "Baby-Friendly ladies". 
The assessment team assembled by the BCC was 
composed of Dr. Jack Newman, Pediatrician and breast-
feeding expert; Louise Dumas, Professor/Researcher 
and Pierrette Tremblay, IBCLC and Ligue La Leche rep-
resentative to the BCC. The team spent two very full 
days assessing the hospital according to the WHO/ 
UNICEF criteria for Baby-Friendly, status. Emotions ran 
high when the team met with assembled BMP staff and 
administrative officers before departure. The BMP 
Hospital had indeed gone through the evaluation with 
flying colors. Although it would be several days before 
the official results could be communicated back to 
BMP by the Breastfeeding Committee for Canada, a 
sigh of relief was audible when Master Assessor Jack 
Newman advised that the assessment team would 
recommend to the BCC that BMP Hospital be awarded 
Baby-Friendly status. There were hugs and tears of joy 
all round! 
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The team's report to the BCC stated that it was 
impressed with the extraordinary cooperation and 
team spirit of doctors and nursing staff, the cohesion in 
the information provided, and the deep commitment 
of the staff to keep improving their practise. 
For BMP, this is just a first step, a beginning, akin 
to giving birth. This healthy baby has to keep growing. 0 
A THOUSAND MILE 
JOURNEY STARTS 
WITH A SINGLE 
STEP 
--------------
By Lise Montagne, Co-
director, Parent-
infant program, 
Birthing Pavilion, BMP 
Hospital 
practice. Over a four year period, the rate of exclusive 
breastfeeding upon leaving the hospital has gone from 
45% to 80%. 
A revision of hospital 
practices helped us 
develop a new style in 
organizing customer 
services. 
In time, 
the care 
Assessors Louise 
Dumas, Pierrette 
Tremblay and Jack 
philosophy Newman writing 
of the BMP their final report I N 1994, when the Brome-Missisquoi-
Perkins hospital launched the par- The assessment team 
ent child program, its main objective with the nursing staff 
Birthing 
Pavilion naturally evolved towards a 
was to improve the support and 
encouragement given to mothers deciding 
to breastfeed their babies. 
One of the birthing 
rooms at BMP 
For the nurses and doc-
tors of the Birthing Pavilion 
team, the challenge of cre-
ating a favorable environment to breastfeeding was the 
catalyst for several changes in the perinatal program. 
The numerous difficulties encountered by mothers 
during their first experience with breastfeeding led to 
improvement in the quality of care and service pro-
vided during the prenatal, birth and postnatal periods. 
The Baby-Friendly Hospital Initiative provided a 
source of inspiration for these new orientations. The 
program's implementation was gradual, implementing, 
in tum, each of the Ten Steps to Successful Breastfeeding. 
During the past five years, time and energy have 
been expended towards better promotion and support 
of breastfeeding : training of all contributors, develop-
ment and adoption of a hospital policy and changes in 
more family-oriented approach. As a result, 
support to the mother and her family during her 
stay in the hospital is more personalized, humane and 
respectful of family values. The father's participation 
and the parent's autonomy are encouraged through 
rooming-in. These conditions encourage child-bonding 
and reinforce the parents' feelings of competence. 
All of the obstetrical practices were also revised 
to promote a more humane birthing experience. Care 
services are arranged so that the same nurse cares for 
the family for the duration of their stay. She thus 
becomes a valued expert who guides and supports the 
new parents during their apprenticeship. What we 
treasure most are the numerous testimonies of satisfac-
tion received from families. The clients value, among 
other things, the quality of the support and training 
received and the overall feeling of human kindness 
experienced. 
The Baby-Friendly program helped us identify and 
create successful conditions for a quality breastfeeding 
initiative in the hospital. The program also offers bene-
fits to parents who have chosen an alternate 
means of infant feeding. Respected in 
their choice, these parents 
benefit from a privi-
leged bond with their 
child through room-
ing-in and teaching 
tailored to their per-
sonal needs, including 
one-on-one instruction 
in formula preparation. 
The Brome-Missisquoi-
Perkins Hospital, in the 
Eastern Townships 
' 
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Designation as a Baby-
Friendly Hospital constitutes 
a recognition for the entire 
BMP Birthing Pavilion 
team. The results 
obtained and feedback 
from families reveal 
that with conviction, 
dedication and commit-
ment, it becomes possi-
STEP 5 : Show mothers how to breastfeed and how to 
maintain lactation if they should be separated from 
their infants. 
The instruction and support given during the 
hospital stay allov; mothers to acquire the knowl-
edge and ability to nurse their babies, such as 
positioning and latching onto the breast. In 
special cases when the baby will not take the 
breast, the mother is encouraged to maintain 
lactation by pumping her breasts. 
ble to give new life to the 
birthing experience. This 
international recognition 
demonstrates BMP's determi-
STEP 6 : Do not give any food or drink to the 
newborn infant other than mother's milk unless there 
is a medical indication. Having a baby is a family affair. 
Older siblings are welcome. 
In the birthing centre, newborns receive only 
breastmilk, unless there is a medical reason to give a supple-
ment as stipulated by WHO/UNICEF. 
nation to remain true to its 
motto "We Care". We are proud to offer our children 
the best possible start in life. 0 
THE BROME-MISSISQUOI-
PERKINS HOSPITAL 
BREASTFEEDING POLICY 
D ECOGNIZING TIIE HEALTH BENEFITS OF BREASTFEED-
ThNG FOR BOTII MOTIIER AND CHILD, TIIE BROME-
MISSISQUOI-PERKINS HOSPITAL ADOPTED A BREASTFEEDING 
POLICY IN 1998. Tms POLICY IS BASED ON TIIE TEN STEPS 
TO SUCCESSFUI. BREASTFEEDING DEVELOPED BY TiiE WORLD 
HEALTii ORGANIZATION (WHO) AND UNITED NATIONS 
CHIDREN'S FUND (UNICEF) AS TiiE BASIS OF TiiE BABY-
FRIENDLY HOSPITAL INITIATIVE. 
STEP 1 : Adopt a written breastfeeding policy that is 
brought to the attention of the health care staff. 
This policy defines the commitment of the hospital in 
the promotion, protection and support of breastfeeding. 
STEP 2 : Ensure the training of all birthing centre person-
nel to institute this policy. 
New personnel at the birthing centre will receive eigh-
teen hours of instruction on breastfeeding including three 
hours of clinical training. There will also be a continuing edu-
cation program to maintain competency. The birthing centre 
will also provide the staff with up-to-date information con-
cerning breastfeeding. 
STEP 3 : Inform all pregnant women of the advantages 
and management of breastfeeding. 
During the prenatal visits to the doctor's office as well as 
the monthly visits to the birthing centre, we will offer perti-
nent information (pamphlets, books, videos, information 
sessions) on the benefits of breastfeeding. 
STEP 4: Help the new mother initiate breastfeeding 
within a half hour of birth. 
The mother who has just delivered is encouraged to 
nurse her baby shortly after birth. The baby is immediately 
placed on the mother's abdomen except if there is a medical 
contraindication. She is helped to start breastfeeding. 
In the case of a c~sarian delivery, skin to skin contact and 
breastfeeding are started as soon as possible. 
7 
STEP 7 : Leave the baby with his mother 24-hours a day. 
Mother and baby are not separated during their stay at 
the birthing centre. The nurse provides care to the family in 
the same private room. 
STEP 8: Encourage breastfeeding on demand 
We encourage breastfeeding on demand. The frequency 
and duration of nursing is determined by the need of the 
infant. Mother receives support and teaching so that she can 
recognize the hunger and satiety cues of her baby. 
STEP 9 : Do not give breastfed infants any artificial teat 
or pacifier. 
To facilitate the initiation of breastfeeding, we advise 
parents to avoid pacifiers and bottles in the first weeks after 
birth. 
STEP 10 : Encourage the formation of breastfeeding 
support groups and inform mothers of their location. 
There is a follow-up telephone call 24 hours after 
discharge with a home visit the following day. Other visits 
and I or telephone calls will be offered as needed. The Info-
Sante phone help line is available 24 hours a day. A list of 
mother-to-mother or breastfeeding support groups is given 
to mothers on discharge. 
Tbe Inlern11llon11l Colle of M11rkellng 
of Bre11st-mllk Subslllules 
In the application of our breastfeeding policy, we 
adhere to the above Code which imposes the following con-
ditions on the hospital : 
a. To pay all costs related to the purchase of artificial milk 
and require parents to supply their own bottles ; 
b. To refrain from distributing free samples of artificial 
milk • 
' 
c. To post no publicity or promotion of companies that 
produce artificial milk ; 
d. To accept no monetary gifts from these companies. 0 
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. GROWING HEALTHY TOGETHER . ·. .· 
By Bre Quantril 
T HE GROWING HEALTHY TOGETHER CPNP PROJECT WELCOMES, SUPPORTS, AND INFORMS POTENTIAL AND 
ACilVEL Y BREASTFEEDING MOTIIERS IN SELKlRK, MANITOBA. 
THE PROJECT IS PART OF TIIE GROWING YEARS FAMILY 
llE.sOURCE CENTRE, WHICH IS CELEBRATING ITS 5rn YEAR OF 
WORKING Willi FIXED AND LOW L""lCOME FAM]UES IN TIIE TOWN 
OF ABOUT 12 000 PEOPLE. IN ADDITION TO BEING A CPNP 
SITE, TIIE CENTRE ALSO OFFERS ITS 170 F A.1\-UUES PROGRAMS 
TIIROUGH COMMUNITY ACTION PLAN FOR CHILDREN (CAPC), 
PROGRAM FOR EARLY PARENTING SUPPORT (PEPS), WOMEN 
AND INFANT NUTRITION (WIN), A!"ID PLANNING FOR 
EMPOWERMENT AND EMPLOYMENT READINESS (PEER). 
Growing Healthy Together offers I 0-weeks of 
prenatal classes with an intake of about 10 expectant 
mothers, in their middle or last trimester, every 3 
months. The classes are facilitated by the Centre's 
Prenatal Support Worker and a Public Health Nurse. 
The classes focus on issues including planning nutri-
tious meals, labour and delivery, and breastfeeding. 
The breastfeeding session offers information regarding 
the physical, emotional and financial benefits to breast-
feeding so the participants can make an informed 
decision about how they want to feed their babies. 
In addition to information, the classes also help the 
moms-to-be identify supports which will be available 
to them if they decide to breastfeed. The group is also 
encouraged to share ideas about overcoming any 
potential barriers they might encounter. The integral 
part of this session is a very special guest speaker: a 
mom from the program who shares her breastfeeding 
experiences with the class. 
Expectant moms in their first trimester and new 
parents are not forgotten. They are also offered infor-
mation and support for breastfeeding. These parents 
can also access services including milk coupons and 
. .• . . . 
dietary supplements, a book and video resource 
library, free access to breastfeeding websites on the 
internet, home visits from the Prenatal Support Worker, 
and a cozy, breastfeeding friendly place to drop in to 
breastfeed the baby if the family is downtown. The 
Centre also has staff with breastfeeding experience and 
an advisory committee which includes a Certified 
Lactation Consultant. 
Growing Healthy Together provides support to its 
breastfeeding moms and another 5 years of healthy, 
breastfed babies are sure to be a result. 0 
CORRESP<>NDING MEMBER' s C<>R~ER . 
By Jacki Glover, Secretary, BCC 
0 NE of the greatest resources available to the Breastfeeding Committee for Canada is the won-
derful web of BCC Corresponding Members, which reaches 
across Canada and around the globe. In tum, individual mem-
bers like yourself who are committed to breastfeeding, each 
have their own networks. It is this richness of connections 
that the BCC wishes to tap. Presently a search is on for any 
media contacts (print, radio, 1V - no matter how small or 
large the operation) to whom BCC press releases could be 
sent. Press releases have a much better chance of getting into 
papers and onto the airwaves when sent to someone directly 
supportive of breastfeeding. Should you know of any person 
who works in the media and who would, in particular, be 
sympathetic to breastfeeding news, please send their name, 
address, ph/FAX or e-mail addres.s to Pierrette Tremblay, c/o 
the BCC mailing or e-mail address on this newsletter. 
Thank you for your help! 
P.S.: If you receive a renewal notice in this issue of 
Breastfeeding Canada, be sure to send in your renewal form and 
cheque to ensure you continue as a BCC Corresponding Member! 0 
. Beco111e a co1·1·espo11di11g 111e111b~1· of tl1e Bre11stfeedi11g Co111111itteefo1· Ca11ada 
. ... . . . . . . . . . , . 
You will: • Receive the newsletter in a timely fashion • Be on our list of corresponding members • Participate in the work of 
the BCC through sub committees and work groups • Be able to brief the BCC on your issues of concern. 
. 
• 
0 Yes, I am interested in becoming a con-espond-
ing member and receiving the newsletter ($10). 
0 I want to receive the Breastfeeding Statement 
($3). 
Name: 
Organization/ Association/ Agency: r I I 
0 The Sponsorship Guidelines ($5). 
0 The BFI Action Plan ( $10). 
0 The BFI Survey Report ($15). 
I enclose a $ _ __ cheque or money order. 
0 English 0 French 
Mall to: Breastfeeding Committee for Canada, 
P.O. Box 65114, Toronto . Ontario, M4K 3Z2 
Mailing Address: 
Postal Code: 
Telephone: ( Fax: ( ) 
Electronic Address: 
· bfc@istar.ca· . .. fax: (416) 465-8265.:. ·~. , . ·"»-':._- De&~dlinefor submissions h>r eighth issue: ~la~· I. 2000 . .· "' · _· . · - . _ ..
.. • ·~ t-~ ~' • f • ~. .. • • ,I • 
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VOTING QUESTIONNAIRE 
Lo20 
Which logo do you wish the Midwives Association to adopt? (The name of the Association will 
be amended when the logo is redrawn by a graphic artist). 
---
A. 
I '. 
I \ 
. I 
I 
The logo which I prefer is _______ (State letter) 
Name 
Which name do you wish the Midwives Association to adopt? 
1. Newfoundland and Labrador Midwives Association(NLMA) Yes I No 
2. Midwives Association of Newfoundland and Labrador (MANL) Yes I No 
3. Association of Newfoundland and Labrador Midwives (ANLM) Yes I No 
4. Midwives Of Newfoundland and Labrador Association (MONLA) Yes I No 
5. Midwives of Newfoundland and Labrador Association (MNLA) Yes I No 
The name and initials which I wish for the Association is (State number) 
Signed:----------- Date: 
------
To be returned by May 31, 2000 to Pearl Herbert, School of Nursing, Memorial University of 
Newfoundland, St. John's, NF, AlB 3M5 
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NEWFOUNDLAND and LABRADOR MIDWIVES ASSOCIATION 
APPLICATION FOR MEMBERSHIP 
2000 
Name: 
------------------------------------(Print) (Surname) (First Name) 
All Qualifications:-------------------------------
Full Address: 
----------------------------------
Postal code: ___________ Telephone No.------------------
(home) 
Telephone No. _____________ Fax No.-----------------
(work) 
E-mail Address: 
----------------------------------
Work Address: 
----------------------------------
Area where working: 
Retired: Student: Unemployed: ----------
List of Organizations of which you are a member (the Association receives requests from various organizations for 
representatives to review articles, attend conferences, be on committees). Your name would not be forwarded 
without your consent. 
Provincial: 
----------------------------------
National: 
-----------------------------------
International: 
---------------------------------
I wish to be a member of the Midwives Association and I enclose a cheque/money order from the post office 
for : $ 
---------
(Cheques/money orders only (no cash) made payable to the Newfoundland and Labrador Midwives 
Association). 
Full membership for midwives is $35.00 (as this includes the Canadian Confederation of Midwives fees which the 
Association has to pay). 
Associate membership for those who are not midwives is $20.00 
Membership for those who are unemployed/retired is $10.00 
Membership for those who are residing outside of Canada $45.00 (to cover the cost of the extra postage). 
Signed: ______________ __ Date: 
------------
Return to: Pamela Browne, P.O. Box 112, Station A, Goose Bay, Labrador AOP lSO 
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